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Abstract
Background: Migration of Nepali workers to India is a longstanding phenomenon. Studies have
indicated that migrant workers are at higher-risk of HIV infection due to their engagement in
unsafe sexual and substance use behaviors, while abroad. This study aims to evaluate the
possible association between migration and increased prevalence of HIV-risk behaviors among
Nepali migrant workers and their vulnerability to HIV/AIDS.

Methods: A cross-sectional study was conducted among male migrant workers (n=40) in
Dhanusha district of Nepal - a neighboring region to India with high levels of male-outmigration. The interview questionnaires assessed participants’ socio-demographics, migration
characteristics, loneliness, HIV/AIDS knowledge and HIV-risk behaviors. For data analysis,
descriptive statistics were used for all variables and chi-square test, odds ratio and 95% CI were
used to assess the association between the variables.

Results: Most of the respondents were in the age group of 35-44 years (mean=34 years). Nearly
half (45%) had migrated before age of 20 years. Mumbai and Delhi were the most common
cities of destination, where HIV-prevalence among sex-workers is high. The participants had a
moderate level of HIV/AIDS knowledge (mean=70% of correct answers out of 16 questions).
The majority of migrants (77%) reported feeling either extremely or moderately isolated. Forty
percent of the respondents had their first sexual encounter at an early age (15-19 years). While in
India, about two-thirds (65%) of them had sex with female sex workers (FSWs) with an average
of four FSWs visitation per migrant. Only 15% of the respondents consistently used condom and
lack of knowledge about safe sex was the main reason for not using a condom. Of the total
viii	
  

respondents, 20% of them reported having sex with FSWs after drinking alcohol and 17% of
them after taking illegal drugs. The level of HIV-risk behaviors varied significantly according to
socio-demographic and migration characteristics, social isolation, and HIV/AIDS knowledge and
attitudes.

Conclusions: The findings suggest that migrant workers are a high-risk group due to various
HIV-related risk behaviors. Thus, there is an urgent need for effective HIV/AIDS programs
directed toward migrant workers in order to reduce the risk of spreading HIV in Nepal.
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Chapter 1 – Introduction
1.1: Background:
It has been over 30 years since Acquired Immune Deficiency Syndrome (AIDS) was first
discovered in the United States (Lu, Essex, & Chanyasulkit, 2013; Sharp & Hahn, 2011; Burton
et al., 2012). Although the first cases of AIDS were discovered in 1981, phylogenetic analysis of
human immunodeficiency virus (HIV) sequences suggest that HIV may have been initially
transmitted to humans around 1930 (Lu, Essex, & Chanyasulkit, 2013; Lemey et al., 2003). By
1985, the HIV epidemic had taken a tremendous toll, with an estimated 1.5 million people
infected globally. Since then, remarkable technological advances have been made in the
epidemiology, basic science, and treatment of this virus. Despite these advances, the global HIV
pandemic has expanded rapidly (Lu, Essex, & Chanyasulkit, 2013; De Cock, Jaffe, & Curran,
2012).
Following the recognition of first cases of AIDS, the HIV/AIDS epidemic has evolved to
become the greatest public health challenge in the world (De Cock, Jaffe, & Curran, 2012). By
2011, more than 34 million (31.4 – 35.9 million) people have been infected with HIV, virus that
causes AIDS. An estimated 2.5 million (2.2 – 2.8 million) people had become newly infected,
including 0.3 million (0.2 – 0.4 million) children, and an estimated 1.8 million (1.5 – 1.9 million)
have died due to AIDS (WHO, 2011; UNAIDS, 2011). Moreover, there has been a severe
secondary epidemic of HIV-associated tuberculosis, with an estimated 430,000 deaths among the
1,131,000 persons affected by both infections in 2010 (De Cock, Jaffe, & Curran, 2012; WHO,
2012).
In Nepal, AIDS was initially perceived as a disease of foreigners. However, it has
recently evolved as an epidemic that has affected every population group and geographic
1	
  

location in the region (NCASC, 2012; Yang, Derlega, & Luo, 2007). According to official
estimates in 2011, there were approximately 50,200 people living with HIV/AIDS in the country
(NCASC, 2012). Although the overall HIV prevalence remains low at present, at approximately
0.3%, the epidemic is heavily concentrated among high-risk populations such as labor migrants
(27%, men who have sex with men (MSMs) (14.4%), female sex workers (FSWs) (4.4%), clients
of FSWs (2.2%), and injection drug users (IDUs) (1.5%). If the current trend continues,
HIV/AIDS will be the leading cause of death among 15-19 age group in coming years, creating a
serious public health problem in Nepal (NCASC, 2012).
While the cause of the spread of HIV is complex and multifaceted, increasing population
mobility, both within and across countries, has been implicated as a major factor. Numerous
studies in both developed and developing countries have cited migration as one of the factors
leading to the rapid diffusion of HIV (Pan et al., 2013; Sanchez et al., 2012; Zhou, 2012;
Kissinger et al., 2012; Saggurti, Mahapatra, Swain, Jain, 2011; Owoaje, Adebiyi, & Adebayo,
2011; Amirkhanian et al., 2011; El-Bassel et al., 2011; Parrado & Flippen, 2010; Htoo & Panza,
2009; Munoz-Laboy, Hirsch, & Quispe-Lazaro, 2009; Saggurti, Schensul, & Verma, 2009;
Mmbaga et al., 2008; Weine, Bahromov, & Mirzoev, 2008; Li et al., 2007; Poudel, Jimba,
Okumura, Joshi, & Wakai, 2004; Anderson et al., 2003; New Era, 2002; Wolffers et al., 2002;
Wallman, 2001). Migrant workers have been found to exhibit significantly higher frequencies of
HIV-related risk behaviors and elevated HIV seroprevalence, due to their particular preand post-migration socioeconomic contexts. Further, migrant workers may act as a critical
bridge population in the spread of HIV as infected migrants return home with the AIDS virus and
may unknowingly pass the disease on to their sexual partners (Saggurti, Mahapatra, Sabarwal,
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Ghosh, & Johri, 2012; Saggurti, Schensul, & Verma, 2009; Deb et al., 2009; Qin et al., 2009;
Mercer, Khanam, Gurley, & Azim, 2007).
Migration of Nepali workers to foreign countries parallels the global phenomenon. High
rates of unemployment and extremely low family income have forced many Nepali workers,
particularly male to seek work in foreign countries. These migrant workers are at higher risk of
being infected with HIV due to their involvement in risky sexual and substance use behaviors
while working abroad. Many of these migrants continue to be involved in risk behaviors after
their return to Nepal, thus making their sexual partners vulnerable to HIV infection (Saggurti,
Schensul, & Verma, 2009; USAIDS, 2004). Given this situation, the National Centre for AIDS
and STI Control (NCASC) of Nepal has classified migration as one of the social risk factors and
the migrants as one of the most vulnerable group for HIV infection (Poudel et al., 2004). Nepali
migrants’ increased vulnerability to HIV/AIDS is thus a concern for governments of both origin
and destination countries. In order to fill the gap in understanding the need and urgency of
initiating HIV prevention programs, it is crucial to understand the pattern of HIV-risk behaviors
among migrant men.

1.2: Research Objectives:
1.2.1: General Objectives:
The objective of this study was to explore the possible association between migration and
increased prevalence of HIV-risk behaviors among Nepali migrant workers and their
vulnerability to HIV/AIDS.
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1.2.2: Specific Objectives:
The specific objectives of the study were to examine:
•

The social determinants among returnee male migrant workers in Nepal.

•

Knowledge, social stigma and discrimination related to HIV/AIDS of returnee male
migrant workers in Nepal.

•

Social isolation and migration history of returnee male migrant workers in Nepal.

•

The sexual, alcohol consumption and drug-related risk behaviors among returnee male
migrant workers in Nepal.

•

The association of socio-demographic characteristics, social isolation and migration
history with sexual, alcohol and drug related risk behaviors of returnee male migrant
workers in Nepal.
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Chapter 2 - Literature Review
2.1: Migration – Definition:
Migration has been an integral part of human existence ever since the beginning of
human civilization (Adler & Gielen, 2003). Millions of people from around the world are leaving
their usual place of residence to fulfill such needs as seeking better employment opportunities,
securing their basic needs, visiting a new place, education and marriage opportunities. This
migratory behavior of people has contributed to a change in traditional boundaries between
languages, cultures, and ethnic group, within both national and international territories. Thus, it
is an evolving process that affects not only the migrants but also the lives of individuals in both
origin and destination countries (Castles, 2000; Weiss, 2003; Wagenknecht, 2007).
In this study, we used the definition of the United Nations Educational, Scientific and
Cultural Organization (UNESCO), which defined the term ‘migration’ as ‘the crossing of the
boundary of a political or administrative unit for a certain minimum period of time’ (UNESCO,
2013). Migration includes the movement of displaced persons, refugees, uprooted people as well
as economic migrants. It is classified as
1) Internal migration - movement of people from one area (city, district or region) to another
within the same country; and
2) International migration - relocation of people between different countries.
However, two forms of relocation can be excluded from this broad definition: a) a
movement that does not lead to any change in ties of social membership, such as tourism; and b)
a territorial relocation in which individuals or the groups concerned are purely passive objects of
the movement, such as organized transfer of refugees (UNESCO, 2013).
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The term 'migrant' is commonly referred to, "any person who lives temporarily or
permanently in a country where he or she was not born, and has acquired some significant social
ties to this country" (UNESCO, 2013). This definition can be confusing at times because some
national policies consider a person as a migrant even when he or she is born in the country. Thus,
for this study we used the definition proposed by the UN Convention on the Rights of Migrants,
which defines a 'migrant' as, "a person who is to be engaged, is engaged or has been engaged in a
remunerated activity in a State of which he or she is not a national" (UNESCO, 2013). This
definition broadens the scope of migrants, which goes on to state that:
"The term 'migrant' in article 1.1 (a) should be understood as covering all cases where
the decision to migrate is taken freely by the individual concerned, for reasons of
'personal convenience' and without intervention of an external compelling factor" (UN
General Assembly, 1998)
This definition clearly distinguishes 'migrant' from refugees - individuals forced, or
displaced to leave their homes. Migrants are people who make voluntary choices about when to
leave and where to go, even though their choices can be sometimes constrained by external
forces. Some scholars make a distinction between voluntary and involuntary migration
(UNESCO, 2013). The Special Rapporteur of the Commission on Human Rights (SRCHR) of
migrants has proposed that the following persons should be considered as migrants:
•

“Persons who are outside the territory of the State of which they are nationals or citizens,
are not subject to its legal protection and are in the territory of another State;

•

Persons who do not enjoy the general legal recognition of rights that is inherent in the
granting by the host State of the status of refugee, naturalized person or of similar status;
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•

Persons who do not enjoy either general legal protection of their fundamental rights by
virtue of diplomatic agreements, visas or other agreements” (UN General Assembly,
2002).
These broad criteria defining a migrant reflect the difficulty in distinguishing between

two types of migrants: 1) Those who leave their country of origin because of economic
problems, political conflicts, and/or combination of these reasons; and 2) Those who go to other
country in search for better conditions of living for their families, which do not exist in their
place of origin (UNESCO, 2013).

2.2: International Migration:
International migration is increasing, with almost all countries participating as countries
of out-migration, in-migration, or both. As of 2010, the International Organization for Migration
(IOM) has estimated the number of international migrants to be more than 214 million, about
3.1% of the world’s population. This represents a rise of 64 million since 2000 (IOM, 2013). The
more developed regions experienced the largest increase in migrants between 1990 and 2010 (45
million). In 2010, almost 60% of all international migrants were living in developed regions
compared to 53% in 1990. In the less developed regions, the migrant population increased by 13
million (18%) from 1990 to 2010. The largest number of international migrants lived in Europe
(70 million), followed by Asia (61 million) and Northern America (50 million) (UN, 2011).

2.2.1: International Labor Migration:
International labor migration or the movement of people across national borders for
employment is a growing phenomenon. It has become an increasingly vital aspect in meeting
7	
  

productivity, labor market and economic challenges in a globalized economy. It serves as a
means to adjust the skills, and changing framework of the global workforce needs. It helps to
meet the accelerating demand of skills and personnel of workforce industry resulting from
changes in market conditions, technological advances, and industrial transformations (UNAIDS,
ILO, & IOM, 2008).
Official estimates indicate that 105 million people are working away from their native
country. Labor mobility has given a boost to the world's economy, as migrant workers earned
over US$ 440 billion in 2011. The World Bank (WB) estimated that more than US$ 372 billion
of that total earning was transferred to developing countries in the form of remittances (World
Bank, 2011). Both origin and destination countries benefit from migration; the former, as
remittances are a fairly constant and reliable source of income to the country and the latter as it
makes a significant contribution to their economy. The importance of international labor
migration for the advancement of human civilization is reflected in the fact that it has become a
major part of the agenda of many institutions that deal with the multinational economy, such as
the General Agreement on Trade in Services (GATS), the International Labor Organization
(ILO), etc. (Newland, 2005).

2.2.2: International Labor Migration and HIV Risks:
Migration has been widely recognized as one of the main facilitating factors responsible
for HIV transmission. The social attitudes and behaviors of people who migrate to foreign
countries may change to adapt with new social and economic circumstances that make them
more vulnerable to HIV infection and transmission (Sanchez, 2012; Anglewicz, 2012; Yang,
Derlega, & Luo, 2007; Li, 2004). It has wider and far-reaching ramifications not only for
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migrating population but also for the origin and destination countries. In their countries of origin,
migrants are seen as a source of a reliable income and, in addition, may be viewed as responsible
for bringing home STIs and HIV infection (Bloem et al., 1997; Wolffers & Fernandez, 1999). In
host countries, they are seen as both temporary human resources to build up the local economy
and a vector for bringing in diseases such as HIV/AIDS (Linge & Porter, 1997; Sherr & Farsides,
1996; Goodwin-Gill, 1996; Wolffers et al., 2002).
Globally, numerous studies assessing the association of migration and HIV have
established a relationship between migration, vulnerability and risk to HIV (Pan et al., 2013;
Sanchez et al., 2012; Zhou, 2012; Kissinger et al., 2012; Owoaje, Adebiyi, & Adebayo, 2011;
Amirkhanian et al., 2011; El-Bassel et al., 2011; Parrado & Flippen, 2010; Htoo & Panza, 2009;
Munoz-Laboy, Hirsch, & Quispe-Lazaro, 2009; Saggurti, Schensul, & Verma, 2009; Mmbaga et
al., 2008; Weine, Bahromov, & Mirzoev, 2008; Li et al., 2007; Poudel et al., 2004; Anderson et
al., 2003; New Era, 2002; Wolffers et al., 2002; Wallman, 2001). These studies report that
migration not only facilitates the rapid spread of the virus along the so-called ‘corridors of
migration’, but also causes behaviors and situations, which make migrants more vulnerable to
HIV-related risk behaviors.

2.3: Factors Responsible for HIV/AIDS Vulnerability among Migrant Workers:
2.3.1: Socio-Demographic Factors:
Young people are in the center of HIV/AIDS epidemic and are disproportionately
affected by it (UN, 2003). It is estimated that out of 34 million HIV positives, 30.7 million are
adults. Every day, approximately 3000 new HIV infections occur among young people, aged
between 15-24 and this population account for more than one-third of all new HIV infections
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(Avert, 2013). The factors found are early sexual initiation among youth, their lack of knowledge
on transmission, misconceptions and lacking to seek treatment after getting infected. Few studies
collected data on age at sexual initiation for migrant workers. Previous studies in China, Nepal,
Kenya and South Africa demonstrated a correlation between multiple sex partners and early age
at sexual initiation (He et al., 2006; Puri & Cleland, 2006; Brockerhoff & Biddlecom, 1999;
Zuma et al., 2005). Sexual intercourse within last three months, unprotected sexual intercourse
within last three months, and frequent cigarette smoking were more prevalent among young
migrants than with elder migrants (He et al., 2006). Similarly, another study among Mexican
migrants in the US showed that migrants from the youngest age group (18-29 years old)
particularly have elevated risk behaviors such as sex with a commercial sex worker, sex while
under the influence of alcohol or drugs, performing sex work and sex with a male partner
(Sanchez et al., 2012).
Studies among migrant workers have shown an association between HIV-related risk
behaviors, prevalence of HIV and educational level. In one study, Myanmar migrant workers
were found to have low levels of education. Seventeen percent of the respondents in the study
did not report any education; over 60% had studied for 1-8 years and only 20% had studied for 9
or more years. It was found that migrants with only primary education and higher incomes were
more likely to engage in risky behavior as having multiple sex partners (Htun, 2008). Marital
status has also been found to be a significant predictor of vulnerability to HIV/AIDS among
migrants. The study done in Myanmar showed that respondents, who were single, divorced or
separated, visited sex workers more frequently than married migrants (Htun, 2008). Another
study in China showed that being married was associated significantly with increased sexual risk
behaviors (Li et al., 2004).
10	
  

Labor migration was linked with changes in socio-economic status, which has been
shown to correlate with elevated HIV-related risk behaviors (Booysen & Summerton, 2002;
Krueger et al., 1990). Among internal Chinese labor migrants, risky sexual behavior was more
prevalent among those who worked long hours (Li, Morrow, & Kermode, 2007). Among
Mexican farmworkers in the U.S., poverty was associated with risk for HIV transmission
(Apostolopoulos et al., 2006). In a study of Malawi men returning home from South Africa,
higher financial status was significantly associated with increased risk behaviors (Chirwa, 1997).

2.3.2: Migration History:
Migrant workers’ frequency of a visit to their families in native country has a significant
association with HIV-related risk behavior. Migrants, who lived away more frequently from
native land and for prolonged periods, tend to have increased HIV-related risk behaviors. A
comparative cross-sectional study done in three rural communities of West Africa found an
association between higher mobility and increased HIV-related risk behaviors. Furthermore,
condom use was found least, where mobility was greatest (Sudhinaraset, Astone & Blum, 2012).
The few studies conduct among male migrants in China demonstrated that sexually transmitted
diseases (STDs) were significantly associated with the high frequency of visiting home (He et
al., 2005; Liu et al., 2005).
Several studies have demonstrated that a long period of migration is significantly
associated with higher HIV risk behaviors. El-Bassel et al (2011) found that among male and
female market workers in Almaty, Kazakhstan, those who reported longer trips also reported
more sexual partners. Kissinger found that inter- and intra-state travel was associated with
inconsistent condom use with casual partners among Latino migrant men in New Orleans
11	
  

(Kissinger et al., 2012). A cross-sectional study done in Cameroon found that the HIV
prevalence was significantly associated with the duration of migration. The highest prevalence of
HIV (7.6%) was among those who reported an absence of more than 30 days as compared with
3.4% among those who were away for less than 30 days. The least prevalence (1.4%) of HIV
was found among those who reported no absence (Lydie et al., 2004). However, a different
pattern was found among Hispanic workers in North Carolina where the likelihood of
commercial sex worker use varied with time spent in North Carolina, but in a non-linear fashion.
Visiting commercial sex workers increased in the first years after migration, but peaked after 4
years and then slowly declined (Parrado & Flippen, 2010).

2.3.3: Social Isolation:
Migrant workers are usually away from their families, friends and mainstream society for
a prolonged period. Labor migrants miss their physical, emotional and social support, which
could help them to cope with the loneliness and stresses of migration. The resulting isolation and
stress in a foreign land may lead migrants to engage in HIV-related risk behaviors, such as
unsafe casual or commercial sex and substance use before sex, which potentially increase the
risk of exposure to HIV (Munoz-Laboy, Hirsch, & Quispe-Lazaro, 2009).
Of men who internally migrated to Mumbai, India, those who did not reside with their
wives and/or families exhibited more HIV-related risk sexual behaviors (Saggurti, Schensul, &
Verma, 2009; Saggurti et al., 2008). Similarly, another study among migrant workers in
Bangladesh revealed that social isolation, may increase the chances that some migrant workers
will engage in high-risk sexual and drug use behaviors, in which they might not otherwise
engage (Priesner, 2012). Yang found that temporary migrants in China demonstrated a high
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degree of social isolation, which made them more vulnerable to HIV-related risk behaviors than
their counterparts (Yang, Derlega, & Luo, 2007).

2.3.4: Cultural Norms:
The migrant workers’ cultural beliefs regarding marriage, fidelity, and condom use,
determine their engagement into HIV- risk behaviors. These norms differed between sending and
receiving countries, such that labor migrants were somewhat freed from more traditional norms
through migration. For some Malawian men, labor migration was a cultural rite of passage, a
sign of maturity and masculinity. Men migrated to earn money, and their economic success upon
return then provided an entry point to courting women. Having multiple-partners was not
perceived as social irresponsibility or immorality, but rather a symbol of economic and social
success (Li et al., 2011). Among migrant men from Papua New Guinea extramarital relations
were not considered taboo unless they were with another man’s wife as that was a violation of
that man’s possessions. This provided them a window to engage in extramarital sexual
relationship with women who are not married (Wardlow, 2007).

2.3.5: Lack of Knowledge of HIV/AIDS:
Many studies have documented a lack of knowledge about HIV/AIDS among migrant
workers and have closely linked with HIV-related risk behaviors. Most labor migrant
populations lacked adequate knowledge about HIV/AIDS despite health education campaigns,
thus making them more vulnerable to risk behaviors. For example, male migrants from Central
Asia and Eastern Europe in Russia given an eight-item assessment of HIV/AIDS risk knowledge
on average scored 3.6 items correctly (Amirkhanian et al., 2011). Similarly, an assessment of
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migrant Mexican laborers’ knowledge of AIDS transmission showed high knowledge of major
modes of transmission, but misconceptions about contracting HIV through mosquito bites, public
restrooms and AIDS testing. Some believed it was a disease of homosexuals and drug addicts.
Some migrants reported person's appearance could tell about his or her HIV status (Organista et
al., 1996). Among Burmese migrants in Thailand, overall score for a knowledge assessment of
HIV transmission, prevention and risk factors were found to be 41%, 36%, and 82% respectively
(Mullany, Maung, & Beyrer, 2003). Among internal male labor migrants in China, one study
showed that only 37% knew that condom use could prevent HIV transmission and only 38%
knew use of antibiotics does not prevent HIV infection (He et al., 2007).
Not knowing the native language poses challenges for basic daily activities that were
linked with increased HIV risk, such as increased stress. Additionally, language barriers could
exclude labor migrants from healthcare and prevention initiatives in the receiving countries.
Similarly, studies with migrant workers in other regions such as South Africa, Canada reported
not knowing the native language had a significant impact on their vulnerability to HIV risk
behaviors (Brummer, 2002; Baidoobonso et al., 2013).

2.3.6: Low Perceived HIV Risk:
Previous studies have documented perception of low personal HIV risk and likelihood of
engagement with HIV-related risk behaviors. In a study among South African migrant miners,
most mine workers reported seeing the videos and being aware of the transmission mode of HIV
and ways to prevent. Nonetheless, the majority of subjects reported unprotected sex with
multiple sex partners. They were unsure about the existence of AIDS, as they had never seen an
HIV infected person (Campbell, 1997). Similarly, a study in China among migrant workers
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reported some misconceptions about modes of HIV transmission including the possibility of
acquiring HIV from sharing food or swimming with an infected person or through a mosquito
bite (Li, Morrow, & Kermode, 2007). Despite these misconceptions, 71 % of migrants believed
that it was impossible for them to become infected. India returnee Nepali migrants stated that,
despite their risky sexual behaviors, they did not feel they were at risk for HIV as they only
selected healthy looking women for sex (Poudel et al., 2004).

2.4: HIV/AIDS Vulnerability:
Indicators such as sexual, alcohol and drug use risk behaviors and presence of
seropositive status typically measure the concept of vulnerability. Sexual risk behaviors include
visiting female sex workers, having multiple sex partners, low condom use and low access to
condom. Similarly, drug and alcohol risk behaviors include the use of drug or alcohol, using drug
or alcohol before sex, and participating in injecting drug use. Individual who tested positive for
HIV/AIDS in Elisa and Western Blot tests is classified as HIV seropositive.

2.4.1: Sexual Risk Behaviors:
Evidence suggests that male migrants are more likely to engage in sexual risk behaviors
than non-migrants. A study of labor migrants in Moscow reported a majority of migrants
having unprotected sex with commercial sex workers (Weine, Bahromov, & Mirzoev, 2008).
Of Hispanic migrants surveyed in Durham, North Carolina, 22 % reported visiting a sex
worker in the past year. On average, those migrants reported 6.7 sex worker visits per year
(Parrado & Flippen, 2010). In a Bangladesh trucking industry survey, 54 % of the subjects
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had sex with at least one sex worker in the last year, and among married men 44 % had sex
with at least one sex worker as well as their wife (Gibney et al., 2003).
Multiple sex partners among migrant workers were frequently documented in the
literature. Labor migrants often reported having sex with multiple female partners while away
from their regular partners and/or the social control of home communities. In Russia, 30 % of
Central Asian and Eastern European male labor migrants reported multiple female partners in
the last 3 months (Amirkhanian et al., 2011). Among China’s migrant population, 47 % of
surveyed job seekers had sex outside of a monogamous relationship since leaving their place
of origin (Anderson et al., 2003). In rural Tanzania, similar trends were found. The percent of
migrants who had more than two partners in the last 12 months was 24%, compared to 11%
with non-migrants (Mmbaga et al., 2008).
Many studies found limited condom use among labor migrants. Cultural norms, health
beliefs, impaired judgment and difficulty in obtaining condoms were identified as contributing
factors. Migrant mine workers in South Africa reported extremely low rates of condom usage
despite available free supplies (Macheke & Campbell, 1998; Campbell, 1997). Many of the
migrant miners expressed the need for flesh-to-flesh contact for sexual pleasure. Tajik
migrants in Moscow reported regular unprotected sex for a variety of reasons, such as
difficulty obtaining condoms due to their undocumented status, not carrying all the time,
substance use before sex, and sex with condoms that diminished the physical pleasure (Weine,
Bahromov, & Mirzoev, 2008). Among Mexican migrant labors in the U.S., there was
inadequate knowledge of proper condom use. Less than half of these men always used
condoms with occasional partners and about a third never used condoms with occasional
partners (Organista, 1996).
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2.4.2: Substance Use Behavior:
Numerous studies have suggested that migrant workers are more likely to exhibit
substance use risk behaviors than non-migrant workers. Latino migrants in the U.S. reported
high rates of alcohol use and binge drinking before or during sex (Organista & Kubo, 2005).
A study conducted in Russia comparing labor migrants found that Eastern European migrants
had higher alcohol and drug use and higher sexual risk, whereas Central Asian migrants had
low levels of substance use and moderate sexual risk (Amirkhanian et al., 2011). Male
Mexican migrant workers in the U.S. reported high levels of alcohol use, with 38 % drinking
daily. Half of the men reported not using condoms during sexual intercourse when drinking.
Additionally, alcohol use was higher if there were fewer people from their hometown in their
place of migration as well as if they called relatives in Mexico less frequently (Munoz-Laboy,
Hirsch, & Quispe-Lazaro, 2009).
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Chapter 3 - Nepal, HIV Epidemic and Migration
3.1: Background of Nepal:
Nepal is a small landlocked country located between the Tibetan region of the People’s
Republic of China to the north and the Republic of India to the south, east and west. It extends
885 km from east to west and has a non-uniform mean width of 193 km from north to south, with
a total area of 147,181 square kilometers (Nepal Agricultural Research Council, 1995; CIA,
2013). Geographically, the country is divided into three ecological regions: Mountain, Hill and
Plain. The elevation ranges from 60 meters above the sea level in the Southern plain to 8848
meters in the Northern Mountain. Similarly, the climate varies considerably from tropical in
south, subtropical in midlands to alpine in the northern part of the country (Shrestha, 2004; CIA,
2013). Administratively, Nepal is divided into 5 development regions, namely Eastern, Central,
Western, Mid-western and Far-western regions and 75 districts (Figure	
  1). The village
development committee (VDC) is the smallest administrative units in the country, providing
grassroots input to the political process. Kathmandu is the capital of the country, located in the
central part of Nepal (CIA, 2013).

3.1.1: Population and Demographic Characteristics:
The population of Nepal increased from 23.1 million in 2001 to 26.6 million in 2011, and
the population density has reached 180 people per square kilometer. Sex ratio is estimated to be
94.2 males per hundred females with an average household size of 4.88. Nepal’s population can
be termed as young with more than 39% of the population less than 15 years of age (MOHP,
2011; MOHP, 2012; CIA, 2013). Geographically, most of the population is concentrated in the
plains (50.27%) and the least in the mountains (6.73%). The annual population growth rate is
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1.35% per annum. Nearly 83% of the total population lives in rural areas and 40% of them fall
below the poverty line. About 1.92 million Nepalese had migrated to foreign countries in 2011.
Only 65.9% of the total population is literate. Of these, 75.1% are male, and 57.4% are female
(MOHP, 2011; CIA, 2013). Nepal is a country of diverse culture with many languages, religions
and traditions. It has 125 different castes and ethnic groups who speak more than 123 different
languages and dialects. The majority (81.3%) of the population is Hindu followed by Buddhist
(9%; MOHP, 2011).

Figure 1: Map showing ecological and administrative division of Nepal

Source: Aasaman Nepal, 2013
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3.1.2: Health and Development Status:
In 2011, Nepal ranked 157 out of 172 countries in the Human Development Index. The
birth rate per 1000 was 25.6 and death rate was 6.2 per 1000 is one of the highest in South Asian
Association for Regional Corporation (SAARC) region (UNDP, 2013). Life expectancy at birth
is 67.44 years for females and 64.94 years for males. The maternal mortality rate (MMR) is high
at 170 per 100,000 live births and infant mortality rate (IMR) is 43.13 deaths per 1000 live
births. The total fertility rate (TFR) is 2.41 children born per woman (CIA, 2013). According to
Nepal Demographic Health Survey (NDHS), only 50.1% of pregnant women had the
recommended 4 Antenatal checkups. The proportion of births attended by skilled health
personnel was 36%. Only 27% of the population in rural areas has access to improved sanitation
facility compared to 51% in urban areas (Ministry of Health and Population, New Era, & ICF,
2012). Nepal’s health expenditure accounts for only 5.8% of country’s total Gross Domestic
Product (GDP). These figures show the poor accessibility to health care services by the Nepalese
women (MOHP, New Era, & ICF, 2012; CIA, 2013).

3.1.3: Economy:
Nepal is among the poorest and least developed countries in the world, with about onequarter of its population living below the poverty line. The country, with a per capita income of
about $750, is passing through a momentous and prolonged political transition following a 10year violent conflict that ended in 2006. The estimate of per capita gross domestic product
(GDP) at current prices stands at USD 1300. Real GDP growth was 4.6% in FY2009-2010,
following 3.9% the previous year. Agriculture is the mainstay of the country’s economy,
providing livelihood for three-fourths of the population and accounting for a little over one-third
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of GDP. However, the heavy reliance of households on foreign employment has shifted the
country's economy from agriculture-based towards a remittance-based economy (MOHP, 2011;
MOHP, New Era, & ICF, 2012, CIA, 2013). According to the 2010 estimates of World Bank,
Nepal was one of the top five countries receiving remittances based on percentage of total GDP.
The total amount of received remittances was estimated at 3.5 Billion USD for 2010 (World
Bank, 2011).
Nepal has a considerable scope for exploiting its resources in areas such as hydropower
and tourism, but a lack of political will, weak implementation of state policies, and the
government’s failure to maintain law and order have substantially curbed the growth of the
economic sector. Furthermore, the ensuing 10-year civil war between insurgents and government
forces caused tremendous threat to the socio-politico-economic condition. Political instability
has been the defining feature of Nepal’s economy during the last two decades. The country is
still emerging from the conflict with some aftershocks (CIA, 2013). Although the country has
attracted the interest of foreign investors in recent years, lack of security and unnecessary
interference by workers and trade unions are continuously diminishing any such prospects.
Similarly, the country’s small economy and its technological limitations, remoteness, and
susceptibility to natural disasters also restrict the prospects of foreign trade (MOHP, New Era, &
ICF, 2012; CIA, 2013).

3.1.4: Health Services Delivery System:
The health care delivery system in Nepal is stratified into three levels: primary, secondary
and tertiary levels. District Health Office (DHO), which represents the primary health care
institution, is the manager and provider of preventive and curative health services in the district.
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The DHO is composed of a district hospital, periphery level primary health centers, health posts,
sub-health posts and a cadre of volunteers that provide health services at the community level
(MOHP, 2011; MOHP, New Era, & ICF, 2012). There are a total of 48,680 Female Community
Health Volunteers (FCHVs) working at the community level (MOHP, 2011; MOHP, New Era, &
ICF, 2012; UNDP, 2013). The Regional Health directorate and Regional Hospital are the
secondary level Health care Institutions. The tertiary level Institutions are Department of Health
and other specialized Hospitals. Each higher-level health care institution is envisaged to
supervise, monitor and train the respective lower levels institutions. In the same way, lower level
health institutions act as referral services for ensuring optimum care. There are 95 hospitals, but
the number of skilled manpower positions such as doctors and nurses under Government
employment is low (MOHP, 2011; UNDP, 2013).

3.1.5: National Response to HIV/AIDS in Nepal:
The National Center for AIDS & Sexually Transmitted Diseases Control (NCASC),
established in 1987, is the leading agency for prevention and control of sexually transmitted
diseases and HIV/AIDS in Nepal (NCASC, 2012). According to the comprehensive reproductive
health care concept, care for RTI/STD/HIV/AIDS is integrated within the reproductive health
services package. The national policy for HIV control was adopted in 1995, and the national
HIV/AIDS strategy for 2002 to 2006 was also endorsed in 2001(MOHP, 2011; NCASC, 2012).
The migrant population is identified as one of the vulnerable groups (WHO, 2012). Antiretroviral Therapy (ART) was introduced in February 2004. The Ministry of Health (MoH) aimed to
expand ART services to the regional and Zonal hospitals in a phased wise manner (MOHP,
2011; NCASC, 2012). For multi-sectorial co-ordination, the national AIDS Coordination
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committee was formed under the chairmanship of the Prime Minister. Regional and District level
HIV/AIDS co-ordination committees are also organized (WHO, 2012; NCASC, 2012). The
South Asian Association for Regional Co- operation’s meeting in Islamabad declared “SAARC
Awareness Year for TB and HIV/AIDS 2004”, and signed a memorandum with the United
Nations Programme on HIV/AIDS (UNAIDS) for scaling up HIV care, treatment and prevention
services (New Era, 2002).

3.2: HIV Epidemic in Nepal:
HIV/AIDS was first reported in Nepal in July 1988. Until the late 1990s, Nepal was
classified as having a low-level HIV epidemic. However, since 1997, it has gradually evolved
from being a “low-prevalence” to “concentrated” epidemic country. The total number of people
living with HIV for 2011 is estimated at 50,200 with an overall national HIV prevalence of
0.3%. This is a decline from 2010 national prevalence of 0.38%. Of the total estimated
infections, 3,805 are children in the 0-14 year’s age group (7.6%), 46,484 are adults 15 years and
above (92.4%), and the remaining 3,246 infections are among people over the age of 50 years
(6.5%). By gender, more than two-thirds of the infections have occurred among males (66.5%).
Women constitute 33.5% of the infections, out of which 84% are in the reproductive age group
of 15-49 (Table 1; AIDS Data Hub, 2011; NCASC, 2012).
Given the diversity of the country’s geography, the HIV/AIDS epidemic is concentrated
among key affected populations – injecting drug users, female sex workers (FSWs), clients of
FSWs, men who have sex with men and labor migrants – to varying degrees in different regions,
zones and districts (
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Figure	
  2:	
  Estimated	
  HIV	
  infections	
  vs.	
  estimated	
  HIV	
  prevalence	
  in	
  Nepal,	
  2011). The
distribution of estimated HIV infection among these risk groups was: IDUs 939 (2.2%), MSM
6,245 (14.4%), FSWs 647 (1.5%), clients of FSWs 1,915 (4.4%), and labor migrants 11,672
(27%). Commercial sex and the sharing of unclean needles by IDUs were found to be the
principal drivers of the HIV epidemic in regions adjoining highways. Whereas, the migration of
people to India and other countries was the primary risk factor in selected regions with low
economic status and neighboring regions to India (AIDS Data Hub, 2011).
Table 1: Key indicators of HIV and AIDS situation in Nepal, 2011

Figure 2: Estimated HIV infections vs. estimated HIV prevalence in Nepal, 2011
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3.3: Migration and HIV/AIDS in Nepal:
Migration has been an integral part of the livelihood of the majority of people in Nepal.
Whether it is an internal migration or international migration, it has been an important way for a
large number of households to survive and improve their living (Ghimire et al., 2011). Nepal is
one of the major source countries of migrant laborers in Asia. According to 2011 Census of
Nepal, one in every four households (25.42%) reported that at least one member of their
household is absent or is living out of country. Total number of population who migrated to
foreign countries is found to be 1,921,494 compared to 0 .76 million in 2001. The highest
proportion (44.81%) of migrated population is from the age group 15 to 24 years (Central Bureau
of Statistics, 2012).
Top destination countries for Nepali migrant workers are India, Qatar, Malaysia, United
Arab Emirates, Saudi Arabia, Kuwait, and Bahrain (UNDP, 2013; Kansakar, 2005). According
to official estimates, of the total migrants, 77% to India, and 16% to Gulf countries (Central
Bureau of Statistics, 2012; Kansakar, 2005). Remittances from migrant workers grew from less
than 3% of the GDP in 1995 to 18% by the end of 2005 and hit USD 3.5 billion in 2010. As a
result, remittances exceed the combined total share from tourism, exports, and foreign aid, and
inflow from private or unofficial channels could make this contribution even higher (AIDS Data
Hub, 2009; Kansakar, 2005).
The high degree of economic, social and political instability in the country is leading
many young Nepalese to migrate to countries such as Iraq, which is prohibited by the
Government of Nepal (GoN). Furthermore, the vast majority of people go to India because of the
open-border provision and the socio-cultural similarities between two countries. This is resulting
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in a rise in undocumented migrants - a group that faces many vulnerabilities including to their
health (AIDS Data Hub, 2009).
Most of the migrant workers mostly perform small and low paying jobs, which include
restaurant labor, factory labor, security guard, driver, house servant, and agriculture. These
migrants normally live in resettlement colonies or slums with their friends or relatives to save
some extra money. It was found that migrants from poorer groups are at a higher risk of mental
illness due to their living and working conditions. Large number of migrants face difficulties in
adjusting to their new society including adopting safe and healthy lifestyles. Furthermore, workrelated accidents, deaths and suicides are increasing every year among this group. Anecdotal
evidence has suggested that the reason for the increasing mortality rates is because of risky
occupations and practice of risk behaviors (i.e. excessive alcohol intake). Very few migrants are
provided with safety training and most of them do not have health insurance.
Migrant workers are considered to be at higher risk of HIV as a significant proportion of
this population has unprotected sex with multiple partners when they are abroad. Migrants alone
accounted for about 30% of HIV infections (NCASC, 2012). The 2008 IBBS survey estimated
that 1.1% of the labour migrants to India from 11 western and mid- to far-western districts of
Nepal were infected with HIV. Although HIV prevalence among the labor migrants to India
dropped slightly from 1.9% in 2006 to 1.1% in 2008, this sub population bears the largest burden
of HIV infections. This is primarily because of the large number of labor migrants estimated in
the country (NCASC, 2012; AIDS Data Hub, 2009; NCASC, SACTS, & New Era, 2008).
The 2008 IBBS study amongst Nepali migrants travelling to Indian cities for work found
that approximately 16% of men engaged in high-risk sexual behaviors while in India. The study
found that approximately 63% of migrants (75% in the Western region and 50% of those from
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Mid- to Far-Western region) who had sex with a FSW in Nepal used condoms in Nepal in their
last sexual encounter. Similarly, 73% of migrants (80% in the Western and 67% in the Mid- to
Far-Western) had used a condom during last sex with a FSW in India (NCASC, 2012; AIDS
Data Hub, 2009; NCASC, SACTS, & New Era, 2008).
It was found that the use of condom among migrant workers was low: Only 5.1% in the
Western and 7.6% in the Mid- to Far-Western reported using condoms every time they had sex
with their wife in the past year. The prevalence of HIV among the wives of migrant laborers was
estimated to be 3.3%, which varied across four districts (4.5% in Achham, 3% in Dot, 2.5% in
Kailali and 1.1% in Kachanpur) (NCASC, 2012; AIDS Data Hub, 2009; NCASC, SACTS, &
New Era, 2008).
Based on a comparative study among male migrant-returnees and non-migrants aged 1545 years in Doti district of Nepal, Poudel and colleagues (2003) found that migrants had 8.2
times higher risk of visiting sex workers as compared to non-migrants. When comparing
migrants who traveled to India to non-migrants in Nepal, 49 % of migrants reported multiple sex
partners during the last 5 years whereas only 25 % of non-migrants reported the same (Poudel et
al., 2004). Migrants also had higher rates of HIV and STIs. Approximately, 98% of the Nepali
migrants in this study reported Mumbai as the destination place. It is little wonder that STIs are
called Bombay rog (Mumbai’s disease) in Doti district of Nepal (NCASC, 2012; AIDS Data
Hub, 2009; NCASC, SACTS, & New Era, 2008).
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Chapter 4 - Research Methodology
4.1: Research Design:
A cross-sectional, community-based exploratory study with a quantitative approach was
conducted from December 2012 to January 2013.

4.2: Research Site:
The study was conducted in Dhanusha district, which is located in the Southeastern part
of Nepal (Figure	
  3). It is 350 km Southeast of the capital city, Kathmandu. It has an area of 1180
square kilometers and a population of around 777,000 (Joshi & Bhandari, 2010). It shares a
border with Sindhuli district in the north, Siraha district in the east, Mahottari district in the west,
and Madhubani district (India) in the south (Dhakal et al., 2012). Dhanusha is a Terai (lowland)
district, which is the fifth most populous district in the country. The average household size is
5.72 (Joshi & Bhandari, 2010). Its human development index is 0.449 (ranking 43th out of 75
district), compared with the national average of 0.471, in 2004 (Pande, 2004), with 89% of its
population living in rural area, and only 42% have access to toilet facilities and 93% have access
to improved sources of drinking water (Manandhar et al., 2004; Joshi & Bhandari., 2010). The
most common language spoken in the region is Maithili. The majority of people practice
Hinduism (88.7%), followed by Islam (8.7%) (Joshi & Bhandari, 2010).
According to the Foreign Employment Promotion Board (FEPB), Dhanusha district has
the largest number of people who have migrated abroad for employment. An estimate of over
58,000 migrant workers from this district has sought jobs in foreign countries (Joshi, 2010).
Most of these workers go to India because of open border, cultural similarities, and no need to
show documentary evidence. Migrant workers have been a key group facilitating HIV/AIDS
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infection in the district. Statistics released by the District Public Health Office revealed that out
of the 501 people living with HIV/AIDS in the district, 35.52% (178) are foreign employment
returnees (District Health Office, 2012).
The rationale for the selection of Dhanusha district as a research site is:
• It is a neighboring region to India with high male-migration to India and
statistics have shown that migrants in the region have higher HIV prevalence;
• The researcher has experience of working with the migrant workers in the region
and hence is well informed about local culture.
The research study and collection data was done in collaboration with Aasaman Nepal – a
local NGO in the region and Janakpur Zonal Hospital – primary care provider in the region.
Figure 3: Map of Nepal showing Dhanusha district (Research site)

Source: Aasaman Nepal, 2013
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4.3: Study Population:
The population for this study was returnee male migrants who have been to India for at
least three months for employment purposes. Study participants were of various ethnic
backgrounds, income and level of education. The majority of participants in the project site
spoke Nepali, native language of Nepal and a few of them spoke Maithili, a local dialect.
Inclusion Criteria:
•

Age: 15 – 49 years of age

•

Migratory Status: Returnee male migrant worker who have been to India for at least 3
months.

•

Sex: Male (since females were very few and the vast majority of migrants were males,
only males were enrolled)

4.4: Sample Size:
This was an exploratory pilot study; thus, the use of the selected sample size was based
on expectations from previous cross-sectional exploratory research that other UConn/CHIP
investigators have successfully employed in similar HIV-related projects (e.g., Copenhaver et al.,
2011).
The total of 64 respondents were screened to determine their eligibility for the study, out
of which 5 were females, 8 were non-migrants and 7 had never been to India for employment
purpose. A total of 44 participants completed the survey interview; however, four of them could
not be included due to incomplete or missing information on interview questionnaire. This
resulted in a sample of 40 for the study. Out of 40 participants, 20 were HIV positive and other
20 were HIV negative.
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4.5: Translation Procedures:
Translations from English to Nepali were made for the consent form, inclusion criteria,
interview-coding sheet, and brochure containing correct answers to the HIV knowledge
questions. These documents were prepared initially in English language and translated to Nepali
The first translation was made by the researcher, which was reviewed by Aasaman Nepal’s, the
local NGO, staff for cultural appropriateness, language used, relevance, and length. The next
phase of the translation took place after pilot testing the questionnaires. Since there were a
considerable number of participants who could not speak Nepali, a local translator was hired to
help with the interview process.

4.6: Research Process:
A closed-ended multiple-choice questionnaire was used to collect data. After verifying
participant's eligibility, they were reminded that every effort would be made to ensure
confidentiality of their responses and that their participation in the study was voluntary. Each
participant was informed of the nature, purpose and procedure of the project, content of the
questions, how the project could benefit them, and how much time it would take. Institutional
affiliations, anticipated benefits and potential risks of the study were also disclosed, and
participants were provided with a contact for the main researcher. Written informed consent was
obtained, and participants were given a copy of the consent form (Appendix 1). All migrant
workers are tested for HIV using the Eliza and Western Blot tests during their initial visit to the
hospital. Each participant signed a release of information (ROI) form, which authorized the
Janakpur Zonal Hospital – primary care provider for the participants, to release their HIV status
to the researcher (Appendix 2).
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The interviewer read the questions in a neutral way and recorded answers without
showing any judgment. Clarification was provided upon request. The interviews took place both
in a private setting in the Janakpur Zonal hospital and the local NGO (Aasaman Nepal). In
average, the interview lasted up to 30 minutes. Participants were encouraged to answer each
question honestly. Questionnaires were completed pen and paper style, and participants were
provided with fruits and snacks as compensation after the interview. Upon completion of the
questionnaire, researcher ensured that every question was answered. Participants were given an
opportunity to ask questions, and were provided with a brochure containing correct answers to
the HIV knowledge questions.

4.7: Survey Interview:
The interview questionnaire was divided into four sections: 1) Socio-demographic
information; 2) Migration characteristics; 3) Knowledge and attitude related to HIV/AIDS; 4)
Social isolation; and 5) HIV-related risk behaviors. Data on socio-demographic characteristics;
mobility; knowledge, and attitude related to HIV/AIDS and risk behaviors were collected based
on questions modified or taken from the Standardized Questionnaire for Behavioral Surveillance
Surveys (BSS; FHI) (National Center for AIDS and STD Control, SACTS, New Era, 2008).
Social isolation was measured by a modified version of the UCLA Loneliness Scale (Russell and
Cutrona, 1988). Structured questionnaire included 10 statements on how lonely they felt based
on a four-point scale. Answers to the 10 statements of were summed to form a “loneliness” scale.
The higher the scales more lonely the respondent felt. (Appendix 4)
The sequencing of the questions was arranged in an order so that participants responded
first to questions on socio-demographic characteristics, followed by mobility questions and
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sensitive questions on HIV risk behaviors in the end once the rapport had been developed. The
questionnaire included the following independent and dependent variables:
A. Independent Variables:
Socio-Demographic Characteristics:

Migration Characteristics:

Age

Age at first migration

Educational status

Times visited to India

Marital status

Duration of stay in India

Income

Returned to Nepal in between

Number of dependents

Stayed in India with

Knowledge and Attitude About HIV/AIDS:

Social Isolation:

Knowledge about HIV/AIDS

Loneliness scale

Stigma and Discrimination

B. Dependent Variables:
HIV Vulnerabilities - HIV-Related Risk Behaviors
Ever had sex with female sex worker in India
Always carry condom
Always use condom with FSW in India
Drink alcohol before sex
Use illegal drug before sex
Ever used needle or syringe previously used by others
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4.8: Research Framework:
The research framework (Figure	
  4) used in this study explores the HIV/AIDS
vulnerabilities of migrant workers with their socio-demographic characteristics, mobility
variables and knowledge and attitudes related to HIV/AIDS.

Figure 4: A framework summarizing the factors associated with migrant workers’ vulnerability
to HIV/AIDS infection and transmission

Knowledge	
  &	
  
Attitude	
  

Demographic	
  
Factors	
  

Social	
  
Isolation	
  

HIV/AIDS	
  
Vulnerabilities	
  

Consequence	
  
(HIV	
  Status)	
  

Migration	
  
Characteristics	
  

4.9: Data Analysis:
The Statistical Package for Social Sciences (SPSS) software version 20.0 was used for
statistical analyses (IBM Corp, 2011). Descriptive statistics (univariate analyses) along with
graphs were used to examine the raw number and percentages for migrant’s socio-demographic
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characteristics, migration characteristics, social isolation, knowledge and attitude related to
HIV/AIDS and HIV risk behaviors.
Chi-square analyses (bivariate analyses) with odds ratio and 95% confidence interval (CI)
were used to test for associations between the outcome domain HIV-related risk behaviors and
the four other independent domains: socio-demographic characteristics, migration characteristics,
knowledge and attitude related to HIV/AIDS and social isolation. In order to facilitate analysis,
for the variables of interest (both dependent and independent variables) having more than one
possible response, the number of each possible response was totaled and this range of a number
of responses was then dichotomized. Sixteen questions related to HIV/AIDS knowledge were
combined to create a new HIV/AIDS knowledge score scale (0-100%). The knowledge score
was then dichotomized to form a new variable: High and Low knowledge scale score (high score
= score > 70%).
The following HIV-related risk behavior variables were combined to create a new risk
behavior scale: ever had sex with a female sex worker in India, always carry condom, always use
a condom with female sex worker in India, consume alcohol before sex, consume illegal drug
before sex, and ever used needle or syringe that has been previously used by others. The risk
behavior scale was then divided into three sub-groups: Low (0-1), Medium (2), and High 3-6).
Similarly, responses to social isolation variable were divided into three sub-groups: Extreme,
Moderate and Little or no. One-way ANOVA was used to compare HIV+ and HIV- groups with
regard to the variables of interest.
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4.10: Ethical Consideration:
This study was approved by the Institutional Review Board (IRB) at the University of
Connecticut in the United States and Aasaman Nepal (ASN) in Nepal. Written informed consent
of the interviewee was obtained before administering the questionnaire (Appendix 1). All
interviews were conducted in a closed room setting to respect participants' privacy. In addition,
the questionnaire was coded with a three-digit number instead of participant's name to maintain
the confidentiality. Respondents participated voluntarily, and anyone not willing to participate
was excluded from the study, at any stage of data collection.
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Chapter 5 – Results
This chapter presents the findings of the analysis. The chapter is divided into two
sections: Univariate analyses and Bivariate analyses.

5.1 Univariate Analyses:
5.1.1: Related socio-demographic characteristics of the sample population:
Table	
  2 shows the demographic characteristics for the study population. Out of 40
respondents, 12.5% were in the age group of 15-24 years, 38% were in 25-34, 43% were in 3544, and only 7.5% were aged 44 years and above. The mean age of participants was 34 years
with the range from 18 to 48. Regarding educational status, 35% of total respondents were
illiterate, whereas 65% of them were literate. More than one-fifth (25%) had completed grade 16, 33% completed grade 7-9 and 18% completed SLC and above (Table	
  2).
The majority of the participants (55%) were married, followed by 18% who were
widower, 15% who were divorced and 13% who were unmarried. Over half of the total
participants (55%) were married before age of 20, 18% married between 21-24 years and 15%
married after age of 24 years (Table	
  2).

Table 2: Socio-demographic characteristics of study participants
Variable

N

Age (Years)
15 – 24
25 – 34
35 – 44
> 44
Mean
Range
Education
Illiterate
Literate

%

5
15
17
3
34.08
18 - 48

12.5
37.5
42.5
7.5

14
26

35.0
65.0

Variable

N

%

Age at First Marriage (Years)
< 17
8
20.0
17 – 20
14
35.0
21 – 24
7
17.5
> 24
6
15.0
Number of Dependents
1–3
17
42.5
4–6
15
37.5
>6
8
20.0
Income per month in India (Nepali Currency)
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Grade 1-6
Grade 7-9
SLC & Above
Marital Status
Married
Divorced
Widower
Never Married

10
13
7

25.0
32.5
17.5

22
6
7
5

55.0
15.0
17.7
12.5

< 5,000
5,000 – 9,999
10,000 – 14,999
15,000 – 19,999
> 19,000

5
13
15
2
5

12.5
32.5
37.5
5.0
12.5

Among respondents, (43%) had 1-3 dependents in their family, 37.5% of them had 4-6
dependents and only 20% of respondents had 8 or more dependents. Most of the migrant workers
(38%) earned approximately 10,000-14,999 rupees per month during their last stay in India
followed by 33% who earned about 5,000-9,999 rupees per month, 18% and 13% earned 15,000
or more and less than 5,000 rupees per month respectively (Table	
  2).

5.1.2: Migration characteristics of the sample population:
Nearly half of the migrants (48%) had left their homes in search of employment between
age of 20 and 29 years. Others had mostly migrated for a job before 20 years (45%). Most of the
migrant workers (45%) had visited India 1-5 times. More than one-fifth of them visited 6-10
times, 23% and 8% visited more than 15 times and 11-15 times respectively. More than twofifths of respondents (45%) had stayed in India for less than 50 months. Forty percent of
migrants had stayed in India between 50 and 99 months and remaining 15% had stayed more
than 100 months. Almost all of the respondents (93%) had returned home from India in between
contract or trip. A majority of the migrants (63%) were intending to go to India again (
Table 3).

Table 3: Migration characteristics of study participants
Variable

N

%

Age at First Migration (Years)

Variable
Planning to Revisit India
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N

%

< 20
20 – 29
30 – 39
> 39
Mean
Median

18
19
2
1
19.95
19.00

Times Visited to India
1–5
18
6 – 10
10
11 – 15
3
> 15
9
Duration of Stay in India (All Trips; Months)
< 50
18
50 – 99
16
100 – 149
5
> 149
1
Returned to Nepal in Between
Yes
37
No
3

45.0
47.5
5.0
2.5

45.0
25.0
7.5
22.5
45.0
40.0
12.5
2.5
92.5
7.5

Yes
25
No
14
Don’t Know
1
Stayed in India With (Last Trip)
Alone
14
Family
6
Friends
13
Relatives
7
Destination Cities in India
Delhi
13
Punjab
10
Mumbai
9
Assam
7
Calcutta
7
Others
28
Job Type in India
Factory Worker
7
Shop Labor
5
Hotel Labor
5
Driver
4
Others
19

62.5
35.0
2.5
35.0
15.0
32.5
17.5
32.5
25.5
22.5
17.5
17.5
70.0
17.5
12.5
12.5
10.0
47.5

As seen in
Table	
  3 respondents migrated mostly to Delhi (33%). More than one-fourth (26%) of
respondents had migrated to Punjab, 23% to Mumbai, and 18% to Calcutta. The migrants had
mostly performed small and low-paying jobs in India. Seventeen percent of the respondents had
worked as laborers in factories. The respondents had also worked as laborers in shop (13%),
hotel laborers (13%), driver (10%) and others (i.e. security guard, agriculture, business, garage
labor, office assistant, technician, carpenter, transport worker and supervisor; 48%). Over onethird (35%) of the migrants reported living by themselves while in India. Fifteen percent of them
stayed with family, 33% stayed with friends and remaining 18% stayed with their relatives.

5.1.3: Knowledge, attitude and stigma of respondents regarding HIV/AIDS:
Less than half (40%) of the respondents had heard about HIV/AIDS before going to India
for work. About one-fourth (23%) of the respondents reported that a doctor was their major
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source of information on HIV/AIDS. Other important sources mentioned by the respondents
were radio/television (5%), teacher/school (8%), and friends (5%). On HIV awareness scale
from 0-100%, nearly half of the respondents (48%) had good (>70%), 35% had fair (40-70%)
and 15% had poor (<40%) awareness about HIV. The respondent had a mean HIV awareness
score of 70 (Table	
  4).
The migrants were also asked various questions relating to HIV test. A majority of
migrant workers (80%) reported they had a confidential HIV testing facility in their village. All
the participants in this study had undertaken the test before the study. Among them, 38% had
done it between 1-2 years, 33% had done within last 12 months and 30% had done 2 years or
earlier prior to the interview (Table	
  4).
The migrant workers were asked if they were aware of any person infected with HIV or
who had died of AIDS. Over half (55%) of the respondents replied positively. Of these, 48% of
respondents had their close relative who had suffered from HIV/AIDS or died from it (Table	
  4).

Table 4: Knowledge about HIV/AIDS among study participants
Variable

N

%

Variable

Ever Heard About HIV/AIDS (Before Migrating)
Yes
16
40.0
No
24
60.0
Sources of Information About HIV/AIDS
Radio/TV
2
5.0
Teachers/School
3
7.5
Friends
2
5.0
Doctor
9
22.5
Never
24
60.0
HIV Awareness Scale (0 – 100%)
Poor (< 40%)
6
15.0
Fair (40 – 70%)
14
35.0
Good (> 70%)
19
47.5
Mean Score 70.19

N

%

Have HIV Test Facility in Community
Yes
32
80.0
No
8
20.0
Most Recent HIV Test
Within last 12 months
13
32.5
Between 1 – 2 years
15
37.5
Between 2 – 4 years
6
15.0
> 4 years
6
15.0
Know Anyone Infected/Died of AIDS
Yes
22
55.0
No
18
45.0
Has Relative/Friend Infected/Died of AIDS
Yes
19
47.5
No
21
52.5
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The participants were asked a range of question related to stigma and discrimination.
Stigma not only makes it more difficult for people trying to come to terms with HIV and manage
their illness on a personal level, but it also interferes with attempts to fight the AIDS epidemic as
a whole. In this study, more than 65% of the respondents were willing to care of any of their
male (70%) or female (65%) relatives with HIV if the need arose. Of the sample of 40, most of
them (65%) of respondents mentioned that if they had a HIV positive member in the family, they
would not talk about it to others. Eighty eight percent of the participants reported that they would
allow family member infected with HIV to participate in family functions and 78% of them said
they would help infected member socially and emotionally (Table	
  5).

Table 5: Stigma and discrimination related to HIV/AIDS among study participants
Variable
Willing to Take Care of Male
Relative Infected with HIV
Yes
No
Willing to Take Care of Female
Relative Infected with HIV
Yes
No
Want to Keep HIV Secret
Yes
No

N

%

28
12

70.0
30.0

26
14

65.0
35.0

26
14

65.0
35.0

Variable

N

%

Allow HIV Infected Member to Participate in
Family Functions
Yes
35
87.5
No
5
12.5
Help HIV Infected Member Socially and
Emotionally
Yes
31
77.5
No
9
22.5

5.1.4: Social isolation level of respondents:
Table	
  6 shows the extent of social isolation among the migrant workers. On the UCLA
loneliness scale of social isolation, 33% of the migrants were found to have been extremely
isolated. The majority of the migrants (45%) were moderately isolated whereas 23% of the
respondents were found to report a normal amount of loneliness or little or no feeling of
loneliness.
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Table 6: Social isolation of study participants
Variable

N

Loneliness Scale
Extreme
Moderate
Normal
Little or no

13
18
8
1

%
32.5
45.0
20.0
2.5

5.1.5: Risky sexual behaviors of respondents:
Migrant workers were asked a range of questions relating to their sexual behaviors. The
majority of migrant workers (40%) had their first sexual encounter at the age of 15-19 years,
while others reported their age at first sex to be less than 15 years (10%), 20-24 (35%) and
greater than 24 years (10%). The proportion of respondents who admitted ever having sexual
intercourse with female sex workers (FSWs) in India was 65% (Table	
  7).
On average, the respondents had visited 4 FSWs while in India (Range: 1-20). Over half
of the respondents (53%) reported they had visited less than four FSWs in India while 25% of
them had visited four or higher number of FSWs in India. Workplace was the most common
place (15%) where respondents had met last sex worker. Thirteen percent of the migrants
reported to have met last sex worker in lodge/hotel, followed by restaurant (5%), bhatti/liquor
shop (5%), brothels (5%) and other places (i.e. workplace, street, neighbor; 23%; Table	
  7).

Table 7: Risky sexual behaviors of study participants
Variable
Age at First Sex (Years)
< 15
15 – 19
20 – 24
> 24
Ever Had Sex with FSW (India)
Yes
No

N

%

4
16
14
4

10.0
40.0
35.0
10.0

26
14

65.0
35.0

Variable

N

%

How Often Used Condom with FSW (India)
All the time
6
15.0
Most of the time
4
10.0
Some of the time
5
12.5
Rarely
7
17.5
Never
5
12.5
Why Didn’t Always Use Condom With FSW (India)
Not available
7
17.5
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Number of FSW Visited (India)
<4
4–6
>6
Mean
Place Found Last FSW (India)
Lodge/Hotel
Restaurant
Bhatti (Liquor Shop)
Workplace
Brothel
Others

21
5
5
4.04

52.5
12.5
12.5

5
2
2
6
2
9

12.5
5.0
5.0
15.0
5.0
22.5

I didn’t like to use it
Didn’t think necessary
Didn’t think of it

1
11
2

Used Condom in Last Sex With FSW (India)
Yes
10
No
17
Usually Carry Condom
Yes
18
No
22

2.5
27.5
5.0

25.0
42.5
45.0
55.0

The migrant workers were asked whether they usually carried condoms with them. Of the
total respondents, less than half (45%) replied positively. Of the total respondents, only 25% had
used condoms in their last sexual contact with FSWs. Only 15% of the respondents have reported
the use of condoms consistently with FSWs in India. In contrast, 13% of them reported that they
had never used condom. Lack of knowledge was the prominent reason (28%) provided by the
respondents for not using condom consistently, followed by non-availability (18%).
Furthermore, 5% and 3% of the respondents had not used condom because they did not think of
it or they did not like to use it (Table	
  7).

5.1.6: Risky substance use behaviors of respondents:
The respondents were asked a series of questions regarding the use of alcohol and
oral/injecting drugs. More than three-fourth (82.5%) of the respondents reported having
consumed alcohol; 7.5% of the respondents reported that they took alcohol on a daily basis. Most
of the respondents (32.5%) reported they drank 2-3 times a week, followed by at least once a
week (27.5%) and less than once a week (15%). Of the total respondents, 20% reported always
drinking alcohol before sex. More than half (55%) reported they never drank alcohol before sex
followed by 20% sometimes and 5% most of the time (Table	
  8).
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Table 8: Risky substance use behaviors of study participants
Variable
How Often Drink Alcohol
Everyday
2 - 3 times a week
At least once a week
Less than once a week
Never
Drink Alcohol Before Sex
Always
Most of the times
Sometimes
Never

N

%

3
13
11
6
7

7.5
32.5
27.5
15.0
17.5

8
2
8
22

20.0
5.0
20.0
55.0

Variable

N

%

Taken Illegal Drugs
Yes
14
35.0
No
26
65.0
Consumed Illegal Drug Before Sex
Yes
7
17.5
No
33
82.5
Injected Drug With Needle Used by Others
Yes
2
5.0
No
38
95.0

Of the total respondents, more than one-third (35%) had tried drugs (i.e. cannabis,
codeine-containing cough syrup, buprenorphine injections and heroin) at least once in their
lifetime. However, only 17% of the total sample had consumed an illegal drug before sexual
intercourse. Out of 40 participants, 5% of the sample reported that they had injected drugs using
needle that had been previously used by others (Table	
  8).

5.2 Bivariate Analyses:
5.2.1: Association between socio-demographic characteristics and risk behaviors:
Table	
  9 shows that migrant workers were more likely to have sex with female sex
workers (FSWs) in India if they were illiterate (OR=5.14, 95% CI=0.95-27.70, p=0.044) and be
divorced, widowed or single (OR=0.10, 95% CI=0.01-0.56, p=0.004). The remaining sociodemographic variables such as age, income and number of dependents were not associated with
having sex with FSWs in India. Similarly, migrants were more likely to always carry condoms if
they were younger (OR=4.50, 95% CI=1.08-18.68, p=0.033), literate (OR=0.10, 95% CI=0.01-
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0.56, p=0.004) and earn more than NRS 10,000 per month while in India (OR=0.16, 95%
CI=0.44-5.55, p=0.009).
Migrant workers were more likely to have always used a condom with female sex
workers FSWs in India if they were younger (OR=11.25, 95% CI=1.61-78.56, p=0.008), literate
(OR=0.13, 95% CI=0.02-0.86, p=0.025), and married (OR=7.58, 95% CI=1.30-43.92-78.56,
p=0.025). Migrants were more likely to have consumed alcohol before sex if they have more
than four dependents in his family (OR=0.15, 95% CI=0.02-0.81, p=0.018). However, no
significant association was found between any demographic variables (age, educational status,
marital status, income and number of dependents) with consuming illegal drugs before sex or
having used a needle/syringe after being used by others (Table	
  9).

Table 9: Bivariate analysis - Socio-demographic characteristics and risk behaviors
N (%)

OR (95% CI)

Sex With FSW in India
Age
15 - 24
8 (20.0)
0.80 (0.20 – 3.16)
25 - 49
18 (45.0)
Educational Status
Illiterate
12 (30.0)
5.14 (0.95 – 27. 70)
Literate
14 (35.0)
Marital Status
Married
10 (25.0)
0.10 (0.01 – 0.56)
Others
16 (40.0)
Income
0 – 9,999
13 (32.5)
1.80 (0.47 – 6.85)
≥ 10,000
13 (32.5)
Number of Dependents
1–3
≥4

7 (17.5)
19 (47.5)

0.66 (0.16 – 2.67)

x2

p

N (%)

OR (95% CI)

x2

p

Carry Condom
0.10

0.750

9 (22.5)
9 (22.5)

4.50 (1.08 – 18.68)

4.56

0.033*

4.06

0.044*

2 (5.0)
16 (40.0)

0.10 (0.01 – 0.56)

8.21

0.004*

8.21

0.004*

11 (27.5)
7 (17.5)

1.57 (0.44 – 5.55)

0.49

0.482

0.75

0.386

4 (10.0)
14 (35.0)

0.16 (0.04 – 0.66)

6.86

0.009*

0.33

0.563

5 (12.5)
13 (32.5)

0.82 (0.21 – 3.23)

0.07

0.781

Always Use Condom With FSW in India
Age
15 - 24
6 (22.2) 11.25 (1.61 – 78.56) 7.02 0.008*
25 - 49
4 (14.8)
Educational Status
Illiterate
2 (7.4)
0.13 (0.02 – 0.86) 5.04 0.025*
Literate
8 (29.6)
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Consume Alcohol Before Sex
5 (12.5)
13 (32.5)

0.67 (0.17 – 2.59)

0.33

0.564

5 (12.5)
13 (32.5)

0.55 (0.14 – 2.11)

0.75

0.386

Marital Status
Married
7 (25.9)
Others
3 (11.1)
Income
0 – 9,999
2 (7.4)
≥ 10,000
8 (29.6)
Number of Dependents
1–3
≥4

1 (3.7)
9 (33.3)

7.58 (1.30 - 43.92)

5.63

0.018*

10 (25.0)
8 (20.0)

1.04 (0.29 – 3.64)

0.00

0.949

0.13 (0.02 – 0.86)

5.04

0.025*

8 (20.0)
10 (25.0)

0.96 (0.27 – 3.35)

0.00

0.949

0.20 (0.02 – 2.01)

2.09

0.148

2 (5.0)
16 (40.0)

0.15 (0.02 – 0.81)

5.56

0.018*

Consume Illegal Drug Before Sex
Age
15 - 24
3 (7.5)
1.72 (0.32 – 9.17)
25 - 49
4 (10.0)
Educational Status
Illiterate
2 (5.0)
0.70 (0.11 – 4.17)
Literate
5 (12.5)
Marital Status
Married
6 (15.0)
6.37 (0.68 – 58.95)
Others
1 (2.5)
Income
0 – 9,999
2 (5.0)
0.42 (0.07 – 2.51)
≥ 10,000
5 (12.5)
Number of Dependents
1–3
≥4

2 (5.0)
5 (12.5)

0.92 (0.15 – 5.56)

Ever Used Needle/Syringe Used by Others
0.41

0.519

0 (0.0)
2 (5.0)

1.08 (0.97 – 1.20)

1.01

0.314

0.15

0.695

1 (2.5)
1 (2.5)

1.92 (0.11 – 33.30)

0.20

0.648

3.23

0.072

2 (5.0)
0 (0.0)

0.90 (0.79 – 1.03)

1.72

0.189

0.92

0.336

1 (2.5)
1 (2.5)

1.23 (0.07 – 21.24)

0.02

0.884

0.00

0.928

0 (0.0)
2 (5.0)

1.07 (0.97 – 1.19)

0.90

0.342

5.2.2: Association between migration characteristics and risk behaviors:
The association between migration characteristics and risk behaviors is presented in
Table	
  10. Migrant workers were more likely to have sex with FSWs in India if they have sexual
debut before the age of 20 years (OR=5.50, 95% CI=1.23-24.50, p=0.019), stay in India for a
longer period (OR=0.09, 95% CI=0.02-0.43, p=0.001), and stay in India by themselves
(OR=5.14, 95% CI=0.95-27.70, p=0.044). Other migration characteristics were not significantly
associated with having had sex with FSWs in India. Similarly, no significant association was
found between any of the migration characteristics and always carrying a condom.
There was a significant association between the duration of stay in India and always
using a condom with FSWs. Migrants who reported having stayed in India for less than 50
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months were 10.66 times more likely to report always using a condom while having sex with
FSWs in India (OR=10.66, 95% CI=0.98-115.7, p=0.028). Similarly, migrant workers were more
likely to have consumed alcohol before sex were if they have visited India for more than five
times (OR=0.15, 95% CI=0.02-0.81, p=0.018) and have stayed with friends, family or relatives
in India (OR=0.20, 95% CI=0.04-0.89, p=0.028; Table	
  10).
Migrants who have visited India 1-5 times in their lifetime were more 9.28 times likely to
reported have consumed illegal drugs before sex (OR=9.28, 95% CI=1.47-58.46, p=0.008).
Similarly, consuming illegal drugs before sex was significantly associated with whether migrants
had returned to Nepal in between or not. Migrants who had returned to Nepal in between were
less likely to have consumed illegal drug before sex (OR=0.07, 95% CI=0.01-1.03, p=0.020).
Finally, migrants who have not returned to Nepal in between were more likely to report using a
needle or syringe that have previously been used by others (OR=0.05, 95% CI=0.00-1.25,
p=0.019; Table	
  10).

Table 10: Bivariate analysis - Migration characteristics and risk behaviors
N (%)

OR (95% CI)

Sex With FSW in India
Age at First Migration
< 20
22 (55.0)
5.50 (1.23 – 24.50)
≥ 20
4 (10.0)
Times Visited to India
1–5
7 (17.5)
0.66 (0.16 – 2.67)
>5
19 (47.5)
Duration of Stay in India
0 – 49
5 (12.5)
0.09 (0.02 – 0.43)
≥ 50
21 (52.5)
Returned Nepal in Between
Yes
23 (57.5)
0.62 (0.48 - 0.79)
No
3 (7.5)
Stayed in India With
Alone
12 (30.0) 5.14 (0.955 – 27.70)
Company
14 (35.0)

x2

p

N (%)

OR (95% CI)

x2

p

Carry Condom
5.46

0.019*

14 (35.0)
4 (10.0)

1.63 (0.39 – 6.81)

0.45

0.499

0.33

0.563

8 (20.0)
10 (25.0)

3.60 (0.86 – 15.00)

3.25

0.071

10.57

0.001*

8 (20.0)
10 (25.0)

1.71 (0.47 – 6.24)

0.67

0.412

1.74

0.186

16 (40.0)
2 (5.0)

0.038 (0.03 – 4.58)

0.61

0.433

4.06

0.044*

7 (17.5)
11 (27.5)

1.36 (0.37 – 5.02)

0.21

0.641

Always Use Condom with FSW in India

Consume Alcohol Before Sex
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Age at First Migration
< 20
8 (29.6)
0.53 (0.06 – 4.53)
≥ 20
2 (7.4)
Times Visited to India
1–5
4 (14.8)
3.11 (0.52 – 18.38)
>5
6 (22.2)
Duration of Stay in India
0 – 49
4 (14.8) 10.66 (0.98 – 115.7)
≥ 50
6 (22.2)
Returned Nepal in Between
Yes
8 (29.6)
0.25 (0.02 – 3.18)
No
2 (7.4)
Stayed in India With
Alone
5 (18.5)
1.42 (0.29 – 6.87)
Company
5 (18.5)
Consume Illegal Drug Before Sex
Age at First Migration
< 20
5 (12.5)
0.93 (0.15 – 5.72)
≥ 20
2 (5.0)
Times Visited to India
1–5
5 (12.5)
9.28 (1.47 – 58.46)
>5
2 (2.5)
Duration of Stay in India
0 – 49
3 (7.5)
1.31 (0.25 – 6.87)
≥ 50
4 (10.0)
Returned Nepal in Between
Yes
5 (12.5)
0.07 (0.01 – 1.03)
No
2 (5.0)
Stayed in India With
Alone
2 (5.0)
0.70 (0.11 – 4.17)
Company
5 (12.5)

0.33

0.561

14 (35.0)
4 (10.0)

1.63 (0.39 – 6.81)

0.45

0.499

1.63

0.201

2 (5.0)
16 (40.0)

0.15 (0.02 – 0.81)

5.56

0.018*

4.85

0.028*

6 (15.0)
12 (30.0)

0.72 (0.19 – 2.64)

0.24

0.622

1.27

0.260

16 (40.0)
2 (5.0)

0.38 (0.03 – 4.58)

0.61

0.433

0.19

0.656

3 (7.5)
15 (37.5)

0.20 (0.04 – 0.89)

4.83

0.028*

Ever Used Needle/Syringe Used by Others
0.00

0.944

1 (2.5)
1 (2.5)

0.35 (0.02 – 6.26)

0.53

0.465

6.93

0.008*

1 (2.5)
1 (2.5)

2.45 (0.14 – 42.82)

0.40

0.527

0.10

0.747

1 (2.5)
1 (2.5)

1.71 (0.09 – 29.61)

0.14

0.708

5.43

0.020*

1 (2.5)
1 (2.5)

0.05 (0.00 – 1.25)

5.48

0.019*

0.15

0.695

1 (2.5)
1 (2.5)

1.92 (0.11 – 33.30

0.20

0.648

5.2.3: Association between knowledge about HIV/AIDS and risk behaviors:
The association between knowledge about HIV/AIDS and risk behaviors is presented in
Table	
  11. Only the source of HIV/AIDS information was found to be significantly associated
with risk behaviors. Migrants who heard about HIV/AIDS from doctors were 8.12 times more
likely to have had sex with female sex workers in India (OR=8.12, 95% CI=0.91-72.02,
p=0.034). Migrants who heard about HIV/AIDS were 5.34 times more likely to have carried a
condom (OR=5.34, 95% CI=1.35-21.14, p=0.014). Among these individuals, migrants who
heard about HIV/AIDS in Nepal were 6.66 times more than to carry a condom than those who
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heard from elsewhere (OR=6.66, 95% CI=1.22-36.22, p=0.018). Migrants were more likely to
carry a condom if they have heard about HIV (OR=0.17, 95% CI=0.04-0.70, p=0.011) and have
a relative infected with HIV (OR=4.28, 95% CI=1.13-16.18, p=0.028).
Migrant workers were more likely to have always used a condom with female sex
workers in India if they have heard about HIV/AIDS (OR=7.00, 95% CI=1.18-41.35, p=0.024),
heard about HIV in Nepal (OR=8.00, 95% CI=0.82-77.81, p=0.049), heard from sources other
than doctors (OR=0.09, 95% CI=0.01-0.96, p=0.026), be more aware about HIV (OR=0.17, 95%
CI=0.03-0.98, p=0.040). However, migrant workers who have a relative infected with HIV were
less likely to have used a condom with FSWs in India (OR=0.33, 95% CI=0.16-0.68, p<0.001).
Finally, migrants who have heard about HIV from a source other than doctors were 10 times
more likely to have consumed alcohol before sex (OR=10.00, 95% CI=1.78-55.97 p=0.004).
However, none of the variables related to knowledge about HIV/AIDS were significantly
associated with consuming illegal drugs before sex and using a needle/syringe previously used
by others (
Table	
  11).

Table 11: Bivariate analysis - Knowledge about HIV/AIDS and risk behaviors
N (%)

OR (95% CI)

Sex With FSW in India
Heard About HIV/AIDS
Yes
9 (22.5)
0.52 (0.14 – 1.98)
No
17 (42.5)
Where Heard About HIV
Nepal
18 (45.0)
0.90 (0.21 – 3.75)
Other
8 (20.0)
Source of information
Doctor
10 (25.0)
8.12 (0.91 – 72.02)
Others
16 (40.0)
HIV Awareness Scale
0 – 70%
15 (37.5)
2.45 (0.64 – 9.39)

x2

p

N (%)

OR (95% CI)

x2

p

Carry Condom
0.89

0.343

11 (27.5)
7 (17.5)

5.34 (1.35 – 21.14)

6.07

0.014*

0.02

0.885

16 (40.0)
2 (5.0)

6.66 (1.22 – 36.22)

5.56

0.018*

4.47

0.034*

5 (12.5)
13 (32.5)

1.02 (0.25 – 4.13)

0.01

0.972

1.75

0.185

5 (12.5)

0.17 (0.04 – 0.70)

6.46

0.011*
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> 70%
11 (27.5)
Relative Infected with HIV
Yes
No

15 (37.5)
11 (27.5)

13 (32.5)
3.40 (0.84 – 13.77)

3.09

Always Use Condom With FSW in India
Heard About HIV/AIDS
Yes
6 (22.2)
7.00 (1.18 – 41.35)
5.08
No
4 (14.8)
Where Heard About HIV
Nepal
9 (33.3)
8.00 (0.82 – 77.81)
3.89
Other
1 (3.7)
Source of information
Doctor
1 (3.7)
0.09 (0.01 – 0.96)
4.97
Others
9 (33.3)
HIV Awareness Scale
0 – 70%
3 (11.1)
0.17 (0.03 – 0.98)
4.20
> 70%
7 (25.9)
Relative Infected with HIV
Yes
No

10 (37.0)
0 (0.0)

0.33 (0.16 – 0.68)

Consume Illegal Drug Before Sex
Heard About HIV/AIDS
Yes
3 (7.5)
1.15 (0.22 – 6.01)
No
4 (10.0)
Where Heard About HIV
Nepal
5 (12.5)
1.08 (0.18 – 6.57)
Other
2 (5.0)
Source of information
Doctor
1 (2.5)
0.38 (0.04 – 3.61)
Others
6 (15.0)
HIV Awareness Scale
0 – 70%
3 (7.5)
0.70 (0.13 – 3.65)
> 70%
4 (10.0)
Relative Infected with HIV
Yes
No

4 (10.0)
3 97.5)

1.60 (0.30 – 8.30)

12.70

0.079

12 (30.0)
6 (15.0)

4.28 (1.13 – 16.18)

4.82

0.028*

Consume Alcohol Before Sex
0.024*

8 (20.0)
10 (25.0)

1.40 (0.39 – 4.99)

0.26

0.604

0.049*

12 (30.0)
6 (15.0)

0.75 (0.19 – 2.91)

0.17

0.677

0.026*

9 (22.5)
9 (22.5)

10.0 (1.78 – 55.97)

8.31

0.004*

0.040*

9 (22.5)
9 (22.5)

1.00 (0.28 – 3.47)

0.00

1.000

0.000*

8 (20.0)
10 (25.0)

0.80 (0.22 – 2.79)

0.12

0.726

Ever Used Needle/Syringe Used by Others
0.02

0.865

0 (0.0)
2 (5.0)

1.09 (0.96 – 1.23)

1.40

0.236

0.00

0.928

1 (2.5)
1 (2.5)

0.40 (0.02 – 7.10)

0.40

0.527

0.74

0.389

0 (0.0)
2 (5.0)

1.07 (0.97 – 1.18)

0.79

0.372

0.17

0.677

1 (2.5)
1 (2.5)

1.00 (0.05 – 17.18)

0.00

1.000

0.31

0.574

1 (2.5)
1 (2.5)

1.11 (0.06 – 19.09)

0.01

0.942

5.2.4: Association between stigma and discrimination and risk behaviors:
Table	
  12 presents the association between stigma and discrimination as related to
HIV/AIDS and risk behaviors. Migrants were less likely to have sex with FSWs if they were
willing to care for an HIV infected male (OR=0.50, 95% CI=0.34-0.72, p=0.002) or female
(OR=0.07, 95% CI=0.01-0.67, p=0.007) relative. Migrant workers who were willing to care for
HIV infected male relative were less likely to always carry a condom (OR=0.15, 95% CI=0.0350	
  

0.72, p=0.013). However, migrants who wanted to keep HIV status a secret if someone in the
family had HIV were more likely to always carry a condom (OR=0.17, 95% CI=0.04-0.74,
p=0.014).
Migrant workers were less likely to have always used a condom with FSWs in India if
they were willing to care for both HIV infected male (OR=0.07, 95% CI=0.01-0.52, p=0.004) or
female (OR=0.10, 95% CI=0.01-0.67, p=0.011) relative and keep their HIV status a secret if
someone in the family had HIV (OR=0.05, 95% CI=0.01-0.42, p=0.002). Migrants who reported
helping a HIV infected member socially and emotionally were less likely to consume alcohol
before sex (OR=0.06, 95% CI=0.01-0.54, p=0.003). Migrants who reported willingness to take
care of a HIV infected female relative were 1.16 more likely to have used needles/syringes
previously used by others (OR=1.16, 95% CI=0.04-1.44, p=0.048). However, none of the stigma
and discrimination related variables were significantly associated with consuming illegal drugs
before sex (Table	
  12).

Table 12: Bivariate analysis - Stigma and discrimination and risk behaviors
N (%)

OR (95% CI)

x2

Sex With FSW in India
Care for HIV Infected Male Relative
Yes
14 (35.0)
0.50 (0.34 – 0.72) 9.23
No
12 (30.0)
Care for HIV Infected Female Relative
Yes
13 (32.5)
0.07 (0.01 – 0.67) 7.34
No
13 (32.5)
Keep HIV Status Secret
Yes
18 (45.0)
1.68 (0.43 – 6.48) 0.58
No
8 (20.0)
Help HIV Infected Member Emotionally & Socially
Yes
No

22 (55.0)
4 (10.0)

3.05 (0.66 – 14.06)

2.15

P

N (%)

OR (95% CI)

x2

p

Carry Condom
0.002*

9 (22.5)
9 (22.5)

0.15 (0.03 – 0.72)

6.23

0.013*

0.007*

9 (22.5)
9 (22.5)

0.29 (0.07 – 1.14)

3.23

0.072

0.445

8 (20.0)
10 (25.0)

0.17 (0.04 – 0.74)

6.07

0.014*

0.142

15 (37.5)
3 (7.5)

1.87 (0.39 – 8.87)

0.63

0.424

0.07

0.781

Always Use Condom With FSW in India
Care for HIV Infected Male Relative
Yes
2 (7.4)
0.07 (0.01 – 0.52) 8.13 0.004*
No
8 (29.6)
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Consume Alcohol Before Sex
13 (32.5)
5 (12.5)

1.21 (0.30 – 4.76)

Care for HIV Infected Female Relative
Yes
2 (7.4)
0.10 (0.01 – 0.67) 6.45
No
8 (29.6)
Keep HIV Status Secret
Yes
3 (11.1)
0.05 (0.01 – 0.42) 9.60
No
7 (25.9)
Help HIV Infected Member Emotionally & Socially
Yes
No

9 (33.3)
1 (3.7)

2.76 (0.26 – 29.04)

0.011*

11 (27.5)
7 (17.5)

0.73 (0.19 – 2.70)

0.21

0.641

0.002*

11 (27.5)
7 (17.5)

0.73 (0.19 – 2.70)

0.21

0.641

0.382

10(25.0)
8 (20.0)

0.06 (0.01 – 0.54)

9.03

0.003*

0.76

Consume Illegal Drug Before Sex
Care for HIV Infected Male Relative
Yes
4 (10.0)
0.50 (0.09 – 2.68) 0.66
No
3 (7.5)
Care for HIV Infected Female Relative
Yes
4 (10.0)
0.66 (0.12 – 3.51) 0.23
No
3 (7.5)
Keep HIV Status Secret
Yes
3 (7.5)
0.32 (0.06 – 1.73) 1.82
No
4 (10.0)
Help HIV Infected Member Emotionally & Socially
Yes
No

5 (12.5)
2 (5.0)

0.67 (0.10 – 4.23)

Ever Used Needle/Syringe Used by Others

0.17

0.414

1 (2.5)
1 (2.5)

0.40 (0.02 – 7.10)

0.40

0.527

0.631

0 (0.0)
2 (5.0)

1.16 (0.942 – 1.44)

3.91

0.048*

0.176

1 (2.5)
1 (2.5)

0.52 (0.03 – 9,00)

0.20

0.648

0.672

1 (2.5)
1 (2.5)

0.26 (0.01 – 4.74)

0.91

0.339

5.2.5: Association between stigma and discrimination and risk behaviors:
Table	
  13 presents the association between social isolation and risk behaviors. Migrant
workers who reported having high social isolation were 5.75 times more likely to have sex with
female sex workers in India (OR=5.75, 95% CI=1.15-28.55, p=0.024). Migrants who reported
low or normal social isolation were more likely to always using a condom with FSWs in India
(OR=0.29, 95% CI=0.15-0.54, p=0017). Social isolation was not found to have a significant
association with other HIV related risk behaviors.

Table 13: Bivariate analysis - Social isolation and risk behaviors
N (%)

OR (95% CI)

x2

P

Sex With FSW in India
Social Isolation
High
Low or Normal

23 (57.5)
3 (7.5)

5.75 (1.15 – 28.55)

N (%)

OR (95% CI)

x2

p

0.52

0.470

Carry Condom
5.11

0.024*

Always Use Condom With FSW in India
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13 (32.5)
5 (12.5)

0.57 (0.12 – 2.57)

Consume Alcohol Before Sex

Social Isolation
High
Low or Normal

7 (25.9)
3 (11.1)

0.29 (0.15 – 0.54)

5.73

0.017*

15 (37.5)
3 (7.5)

Consume Illegal Drug Before Sex
Social Isolation
High
Low or Normal

5 (12.5)
2 (5.0)

0.67 (0.10 – 4.23)

1.87 (0.39 – 8.87)

0.63

0.424

Ever Used Needle/Syringe Used by Others

0.17

0.672

2 (5.0)
0 (0.0)

0.93 (0.85 – 1.02)

0.61

0.434

5.2.6: Comparing HIV-serostatus among high and low risk behavior groups:
Using a one-way ANOVA analysis, there was a significant difference between Low,
Medium, and High Risk Behavior groups in terms of the number of HIV+ group members.
Migrant workers with Low risk behavior (Mean=3.62, S.D.=0.511) reported fewer seropositive
status individuals compared to migrants with Medium (Mean=1.13, S.D.=0.354) or High-risk
behaviors (Mean=1.64, S.D.=0.497; Table	
  14).
Table 14: Comparing Risk Behavior Groups in terms of HIV-status
Variable
Risk Behavior Scale
Low
Medium
High

Mean

N

Std. Deviation

F
3.625

1.56
1.13
1.64

18
8
14

p-value
0.037*

0.511
0.354
0.497

5.2.7: Association between HIV status and social isolation:
Table	
  15 shows a relationship between HIV status and social isolation, using one-way
ANOVA. Migrant workers with Extreme social isolation (Mean=1.31, S.D.=0.480) were more
likely to report HIV positive status than migrants who reported Moderate (Mean=1.44,
S.D.=0.511) and Normal/little social isolation (Mean=1.89, S.D.=0.333).
Table 15: HIV status and social isolation comparisons (ANOVA analysis)
Variable
Social Isolation
Extreme
Moderate
Normal or Little

Mean
1.31
1.44
1.89

N

Std. Deviation

13
9
18

0.480
0.511
0.333
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F

p-value

4.920

0.013*

Chapter 6 – Discussion
6.1: Discussion:
In this section, the findings will be discussed in the context of research questions and
objectives.

6.1.1: Socio-demographic Characteristics:
The educational status, age, and marital status of participants in this study were similar to
previous studies. In this study, educational level of migrant workers varied from none or basic to
university level. A study conducted in Nepal described that most of the migrants did not finish
high school (Puri & Clelands, 2006). In this study, although most of the participants were
literate, only one-sixth of the migrants had completed secondary level education or higher. Most
of the respondents were in the age of 35 to 44 years and more than half of them were married.
More than half of the respondents were married before the age of 20 years. Most of the migrants
reported having lived with their wives, and children and one-fourth of them reported having
stayed alone while in Nepal, similar to findings from other studies (Sanchez et al., 2012;
National Center for AIDS and STD Control, SACTS, New Era, & 2008; Puri & Cleland, 2006;
He et al., 2006).

6.1.2: Migration Characteristics:
Almost half of the migrants reported having migrated to India before age of 20 years and
more than half of them reported to have visited India five times or more. These two findings
combined, indicate migrant workers’ early migration to India as simply presenting more
opportunities for involvement in HIV risk behaviors. The age at migration and frequency of visit
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to India present a scenario of high potential HIV acquisition and transmission among migrant
workers.
Most of the respondents had migrated to Delhi and Punjab in India, which is similar to
findings from previous studies. Most migrants left for India when they were still young. This
provided the young migrants long range of period to engage in risky behaviors. Moving from
Dhanusha district (Nepal) to India and vice-versa do not require official paperwork. Therefore,
most of the migrants returned to Nepal between jobs in order to visit their families. This study
also supports the findings of the Ministry of Labor that most of the Nepali migrant workers
worked in factory, construction and agriculture industries while in India (Puri & Cleland, 2006).

6.1.3: Knowledge about HIV/AIDS:
In this study, the HIV/AIDS knowledge level of migrant workers was found to be at a
moderate level. However, most of them could not exactly identify the way of vertical
transmission of HIV/AIDS. So, both education and training on HIV/AIDS specific to migrant
workers are still needed to increase awareness about HIV/AIDS in the region. Education relating
to HIV/AIDS has proved to be effective in increasing knowledge regarding HIV/AIDS. The
result reported that less than half of respondents got HIV information access in their life. They
heard about HIV mostly from their doctor, teachers/school and friends. A few of them reported
receiving HIV information from TV, radio, NGOs and health staffs. This finding was different
from the findings from studies conducted in other parts of Nepal, in which most of the migrants
heard about HIV from TV, radio and their friends (Puri & Cleland, 2006; National Center for
AIDS and STD Control, SACTS, New Era, & 2008).
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In the previous study with Nepali migrant workers, approximately half of the respondents
knew that they could have a confidential HIV test in their community (NCASC, SACTS, New
Era, & 2008). In consistent with this findings, more than half of the respondents in this study
reported knowing about the HIV testing facility in their community. This provides them
opportunity to get tested on time before migrating to India for employment purpose. However,
very few of them make a use of the facility. This shows that the people in the region needs to be
educated about the importance of getting test, particularly if he/she engaged in risky behaviors
while abroad.
HIV related stigma significantly impacts the uptake of HIV testing, and negatively
influences attitudes toward service providers and adherence to treatment and follow up. This
reinforces the idea that people are less likely to share information related to HIV among family
members and friends. In this study, about almost two-third of migrants reported that they wanted
to keep their HIV status a secret. A pilot study conducted in Pokhara (Nepal) revealed that nearly
half of the people living with HIV had participation restriction in some form (International Nepal
Fellowship, 2008). In contrast to this finding, most of the respondents of this study reported that
they would allow HIV infected member to participate in family functions and would help them
socially and emotionally.

6.1.5: Social Isolation:
Social isolation is part of the experience of migrant workers. Most Nepali migrant
workers are separated from their families, individuals and institutions that represent mainstream
society in their life. Being away from their families and deprived of their culture and society
leads to the development of social isolation among migrants. In consistent with previous study, a
56	
  

significant number of migrants in this study were found to have some degree of post-migration
social isolation. This might lead many migrant workers to engage in HIV-risk behaviors. This
highlights the necessity of HIV interventions that focus on training the present and prospective
migrant workers to cope with social isolation.

6.1.6: Risky behaviors regarding HIV/AIDS:
This section focused on specific risk behaviors of the respondents: sexual and substance
use behaviors. In this study, risk behaviors were common among migrant workers. The findings
of the study indicated that majority of them reported having sex with female sex workers while
in India and condom use was quite low among them. This is consistent with other studies done in
Nepal in different settings. In a study done in Kailali district of Nepal, 17% of the male migrants
reported that they had visited CSWs in the last 12 months whereas this figure was only 7.8 %
among the non-mobile group. The most common reason provided for not always using a condom
was that they did not know it was necessary. These indicate the need of HIV prevention
programs among migrant workers that focuses on safe sex behaviors.
One-fifth of the participants reported always being under the influence of alcohol before
sexual intercourse and significantly lower percentage of migrants reported having been under the
influence of illegal drug before sex. Compared to other groups of population, very few migrant
workers in this study reported having used injected drug with a needle that was previously used
by others, which was consistent with other studies (NCASC, SACTS, New Era, & 2008). Even
though substance use behaviors not possess a significant threat on migrant workers on practicing
unsafe sex, necessary prevention strategies needs to be implemented to reduce future risks.
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6.1.7: Association between socio-demographic characteristics and HIV risk behaviors:
This study revealed a significant difference among different age groups of migrants in
relation to the frequency of HIV risk behaviors. Migrants 15-24 years of age group were more
likely to report carrying a condom and always using a condom with female sex workers in India.
This might be because young migrants were more likely to have completed at least the secondary
level of education, which includes information related to HIV/AIDS and condom use. This might
have made influenced them to carry and use a condom. However, this finding seemed to
contradict with findings of some studies, which suggested that young male migrants were
significantly involved in HIV-risk behaviors (Ahmed, 2001; Thu, 2003).
Education plays a crucial role in sexual attitudes and behaviors. Studies have highlighted
that migrants with low or no educational attainment level are more likely to engage in sexual
experience and have high-risk behaviors. In this study sample, migrants who were illiterate were
more likely to engage in sexual behavior with FSWs, less likely to carry condoms, and less likely
to always use a condom with FSWs. Respondents who were not married were more likely to
engage in sex with FSWs than those who were married. Interestingly, married migrants were
more likely to use a condom while having sex with FSWs. This was in contrast with the findings
from previous studies, in which married migrants were less likely to use a condom.
Income was also one of protective factors of migrant workers against risk behaviors.
Migrants who earned more were more likely to carry condoms than their counterparts and
reported always using condoms while having sex with FSWs. It can be assumed that high income
is associated with higher educational level and higher social support. This provides them with an
opportunity to be aware about the HIV/AIDS and thus influence them to practice safer sex. But
there were many studies that showed no association between income and risk behaviors.
58	
  

6.1.8: Association between migrant workers’ characteristics and HIV risk behaviors:
Migration characteristics were found to influence HIV risk behaviors. Migrant workers
who migrated before the age of 20 years were more likely to have sex with female sex workers.
Younger migrant workers were mostly single and had a longer period to stay in India. This gives
them ample time to engage in risky activities.
HIV infection risk factors included longer stay in a foreign country away from their
social circle and not returned to Nepal over regular intervals. Migrant workers who had been to
India for more than 50 months were more likely to engage in sexual activities with FSWs, which
is consistent with previous findings. In a study done in Thailand, duration of stay (1-4) years was
statistically associated with practice of unsafe sex with sex workers (Htoo & Panza, 2009).
However, in a study done with Chinese migrant workers, high-risk behaviors were associated
with shorter duration of stay in destination (Pan et al., 2013). Finally, migrants who stayed in
India alone were more likely to have sex with FSWs than those who lived with friends and
families. However, those migrants who stayed by themselves were less likely to consume alcohol
before sex.

6.1.9: Association between knowledge about HIV/AIDS and HIV risk behaviors:
Previous studies have indicated that most migrants who lacked accurate knowledge about
HIV/AIDS are more vulnerable to HIV-related risk behaviors than their counterparts (Puri &
Cleland, 2006; NCASC, SACTS, New Era, & 2008). In this study, migrants who had not heard
about HIV/AIDS were more likely to report engaging in sexual practices with female sex
workers in India, less likely to carry condoms, and less likely to report always using condoms
with FSWs. Migrant workers who heard about HIV/AIDS in Nepal before going to India were
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more likely to carry condoms, and always use condoms with FSWs. This shows that educating
migrants before going abroad for employment purposes can have a positive impact on preventing
their future risk behavior.
The source from which migrants received information about HIV/AIDS was also critical
in terms of subsequent HIV risk behaviors. Those who heard about HIV/AIDS from doctors
were more likely to engage in sex with FSWs, were less likely to report always using a condom,
and more likely to consume alcohol before sex. This may be because most of the migrants
learned about HIV during their visit to health care provider after being infected with HIV or
other STIs. In this study, the knowledge level of respondents about HIV/AIDS was moderate.
Migrants who had poor knowledge (<70%) about HIV/AIDS were more likely to have sex with
FSWs, less likely to carry condoms and always use condoms with FSWs in India, which is
consistent with findings from previous studies. Even though migrants who have a relative
infected with HIV were more likely to carry condoms, they were found to be less likely to report
always using a condom with FSWs.
Interestingly, this did not seem to be an issue among migrant workers sampled in this
study. Migrants who reported not caring for a HIV infected male relative were more likely to
have sex with FSWs than their counterparts. However, they were also more likely to report
carrying and always using a condom with FSWs in India. This study found a similar relationship
among migrants who reported taking care of a female relative infected with HIV. Migrants who
reported that they wanted to keep their HIV status a secret were less likely to report carrying a
condom and always using a condom with FSWs in India.
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6.1.10: Social isolation and HIV risk behaviors:
Studies with Chinese and the Mexican migrant workers revealed that those with higher
levels of isolation are more vulnerable to HIV-related risk behaviors than those with lower or no
social isolation. In this study, migrants who had a high level of social isolation were almost six
times more likely to have sex with female sex workers in India and to be less likely to report
always using a condom with FSWs.

6.1.11: HIV status and risk behavior:
The association between sexual and drug and alcohol use behavior that increases the risk
of acquiring HIV has been well documented (Coates et al., 1988; Miller, 2003; Molgaard et al.,
1988; Plant, 1990; Schlitz & Sandfort, 2000). High rates of sexual and substance use risk
behaviors are indicators of the vulnerability of migrant workers to HIV infection. In this study, a
significant difference was found between migrants with different levels of risk behavior and their
HIV status. Migrant workers, who had a high level of risk behavior were more likely to have
HIV infection than those who had medium or low level of risk behaviors. This result conforms
with that migrant's engagement with risk behavior, which makes them more vulnerable to HIV
infection.

6.1.12: HIV status and social isolation:
The separation from family in a foreign country may tend to lead migrants to be cut off
socially and residentially from mainstream society. This, in turn, may create a social vacuum that
can disrupt not only their family life but also their routine sexual relationships. This makes them
more likely to engage in risky behaviors as a way to escape loneliness, to release sexual
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frustration, and to bury anxieties. Similar to findings from prior research studies, migrants who
score extremely high on the loneliness measure were more likely to have HIV infection than
those with moderate, normal or little loneliness scores.

6.2: Conclusion:
In recent years, migration has become increasingly prevalent, with a growing number of
Nepali workers migrating to India. Crossing borders has been central to the lives of these people
in the hope of better prospects for themselves and their families. According to official statistics,
77% of the total absent population in Nepal are working in India, mostly as unskilled permanent
or seasonal laborers (MOHP, 2011). Since Nepalese and Indians cross the border freely,
migration of Nepali workers to India is largely undocumented. There are an estimated 1.3 to 3
million Nepali migrant workers in India, which is 2-5 times higher than official statistics
(Thieme et al., 2005). While remittances from migrants are critical for the survival of families in
source communities, this population faces numerous vulnerabilities, many of which are thought
to increase their risk of HIV infection.
This study explored HIV risk behaviors among returnee male migrant workers in the
Dhanusha district of Nepal. This study documents that the returnee migrants in Dhanusha
districts of Nepal had a moderate level of knowledge and exposure to the risk of HIV infection.
Due to absence of an effective vaccine and treatment against HIV/AIDS, issues related to
implementation of interventional programs on high-risk behaviors or preventive behaviors have
received global attention. The findings from this highlights the need for educational and training
interventions related to HIV/AIDS before HIV risk behaviors becomes too frequent among
migrant workers in selected regions of Nepal with high male out-migration. The most effective
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strategies must be directed to promote HIV/AIDS preventive behaviors and to reduce risky
behaviors of the people. HIV/AIDS/STI prevention and care service should be adjusted to be
understandable and acceptable for migrants. The contents and means for transferring knowledge
should be culturally competent and at level that the migrant workers can understand.
This study reported that use of condoms among migrants were low, most migrants had
multiple sex partners and other associated risk factors like alcohol drinking and drug use before
sex. Studies have shown that migrant workers become infected with HIV mostly due to practice
of unsafe sex with female sex workers and then transmit to their wives, girlfriends and/or other
partners. Recent research indicated that aggressive promotion of safer sexual behavior and
prevention of substance abuse could avert tens of thousands of new HIV infection and potentially
save millions of dollars in health care costs. Governmental, non-governmental and international
agencies in Nepal have conducted various HIV/AIDS prevention programs, however, they have
not adequately reached among migrant workers. Therefore, behavior change intervention should
be tailored to focus on population most at risk for HIV, including likely and active migrants and
their wives and/or sexual partners.

6.3: Recommendations:
On the basis of findings from this study, a number of recommendations can be made:
Increase access to HIV-related information:
• Increasing access to HIV-related information is critical. This could be achieved
through the development of an inclusive plan to generate behavior change among
migrants.

63	
  

• Migrant workers to India are more likely to be engaged in risky sexual practice with
multiple partners. HIV/AIDS awareness programs should be launched at the
community targeting this risk population.
• Migrant workers do not tend to use condoms consistently with their sex partners.
HIV/AIDS prevention programs should focus on the need for consistent condom
use to prevent transmission of HIV infection. Free condom distribution programs
for the returnee migrants through NGO/health workers/volunteers should be
expanded further as a part of HIV/AIDS awareness campaign.
• HIV awareness among migrant workers is limited. Educational materials like
poster/pamphlets and billboard/signboards have been quite effective in
disseminating HIV/AIDS awareness information to the target group. Such activities
should be continued and further extended to cover key highways and exit points.
Interventions to ensure safe mobility for migrants:
• Increase awareness of the rights of migrants to promote informed choice for
migration. Activities with migrants before they move should be carried out to
increase awareness of their rights at destination, including access to health services.
• As employment consultancies, brokers and middlemen are critical for migrants they
should be included as a key player in all kinds of HIV/AIDS awareness programs.
• Sensitization of border personnel should be increased. Border personnel must be
made aware of the rights of Nepalese migrants in India
Increasing employment and livelihood opportunities:
In an effort to lessen the reliance on remittances in source communities, and mitigate
the potential negative effects of out migration of people for employment, efforts
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should be made to create employment, business and livelihood opportunities in source
communities.

6.4: Limitation of Study:
While this study contributes vital information to guide future research and programmatic
work pertinent to primary and secondary HIV prevention in Nepal, it must be considered in light
of a few study limitations.
•

This study focused on the migrants in the Dhanusha district – an Eastern district in Nepal.
Migration patterns are extremely varied in each district of the country and HIV
transmission dynamics may be very specific to a district. Also, there is an increasing
number of Nepalese who migrate to countries other than India. Thus, results of this study
might not be generalizable to migrants to other parts of Nepal or those who went to
countries other than India for employment.

•

The data in this study came from self-reports by the migrant workers and covered the
period of their migration history. Migrants at highest risk may be more likely to
underreport stigmatized and illegal behaviors, such as commercial sex and drug use.
Thus, much of the data collected are subject to both social desirability and recall biases.

•

The use of retrospective data rather than the prospective longitudinal data excludes
potential claims of causality. Further research with longitudinal data would be valuable to
confirm the findings of this study and to explore in greater detail issues that could not be
explained from the results.
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•

The study participants were recruited through convenience sampling. Thus, the selection
bias might have influenced our sample and are not intended to be representative of this
risk population.

•

Finally, appropriateness of statistical analyses was limited by the small sample size.

6.5: Implications for Future Public Health Interventions Targeting Migrants in Nepal:
This study provides needed baseline information (assessment of knowledge, high risk
practices and factors influencing them) for implementing community-based HIV/AIDS
prevention programs and suggest for further studies that target the migrant worker population in
that area. The findings of this study highlight the gravity of problem among Nepali migrant
workers. It points out the needs of this population and the importance of understanding more
though further research to develop well-targeted HIV prevention interventions.
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Appendices
Appendix 1: Informed Consent Form

Consent Form for Participation in a Research Study

Principal Investigator: Dr. Michael Copenhaver
Student Researcher: Roman Shrestha
Study Title: Understanding HIV-related risk behaviors among returnee male migrant workers in
Nepal
Introduction
You are invited to participate in a research study to collect information on knowledge of HIV, HIV
related risk behaviors and to explore other possible HIV risk behaviors among the populations like
you. You are being asked to participate because you have been to India for employment purpose for
at least 3-months. We want to be sure you understand the purpose and your responsibilities in the
research before you decide if you want to be in it. If you decide to be in this research, we will ask
you to sign this paper. Please feel free to ask us any words or information that you may not
understand.
Purpose of the research study
The objective of the study is to explore HIV risk behaviors among returnee male migrant
workers in Dhanusha district of Nepal.
What you will be asked to do
If you decide to be in this study, you will be asked to participate in an interview session that ask
you questions on your demographics, migration history, sexual behaviors, drug and alcohol use
and knowledge about HIV/AIDS. Also, you will be asked to sign a release of information form
for Janakpur Zonal Hospital to release your HIV test result to us.
Your participation in this study will take a total of one hour.
Foreseeable risks or discomforts
There are no physical or financial risks known in this study. However, there is a slight emotional
risk to the participants. Some of the questions we ask might put you in trouble or make you feel
uncomfortable to answer. You are free not to answer such questions and also to withdraw
yourself from participating the research process at any time you like to do so.
If you would like to talk to counselor about your feelings at any time, you can call Aasaman
Nepal (collaborating organization) office at any time.
Phone #: 977-1-4427727
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Benefits
You may not directly benefit from this research; however, we hope that your participation in the
study will help researchers better understand the HIV risk behaviors among returnee male
migrants in Nepal. The information we obtain from this research will help us plan and formulate
strategies to control and prevent further spread of HIV/AIDS and other sexually transmitted
diseases.
Confidentiality
The following procedures will be used to protect the confidentiality of your data. The
researchers will keep all study records (including any codes to your data) locked in a secure
location. All data collected from you will be coded with a number or pseudonym (fake name).
The code will be derived from a 3-digit code that reflects how many people have enrolled in the
study. A master key that links names and codes will be maintained in a separate and secure
location. The master key will be destroyed after 3 years. All electronic files (e.g., database,
spreadsheet, etc.) containing identifiable information will be password protected. Any computer
hosting such files will also have password protection to prevent access by unauthorized users.
Only the members of the research staff will have access to the passwords. Data that will be
shared with others will be coded as described above to help protect your identity. At the
conclusion of this study, the researchers may publish their findings. Information will be
presented in summary format and you will not be identified in any publications or presentations.
You should also know that the UConn Institutional Review Board (IRB) and the Office of
Research Compliance may inspect study records as part of its auditing program, but these
reviews will only focus on the researchers and not on your responses or involvement. The IRB is
a group of people who review research studies to protect the rights and welfare of research
participants.
Compensation
The approximate estimated time to take the pretest measures is about 60 minutes. Each
participant will be provided the equivalent of $10 per interview as reimbursement for the time
we expect it to take for you to complete the interview process. You will receive this
compensation even if you decide not to complete the entire session.
Voluntary Nature of this Research
Participation in this study is entirely voluntary. You do not have to do this, and you can refuse to
answer any question or quit at any time. Deciding not to participate or not answering any of the
questions will have no effect on any benefits you’re entitled to, like your health care, or your
employment. You can withdraw from this study at any time without penalty.
Contact Information
Take as long as you like before you make a decision. We will be happy to answer any question
you have about this study. If you have further questions about this study or if you have a
research-related problem, you may contact the principal investigator, (Michael Copenhaver, 860486-5664), Aasaman Nepal Project director (Nawal Kishor Yadav, 977-1-4427727) or the
student researcher (Roman Shrestha, 977-9841461999). If you have any questions concerning
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your rights as a research participant, you may contact the University of Connecticut Institutional
Review Board (IRB) at 860-486-8802.
I have read this form and decided that I will participate in the project described above. Its
general purposes, the particulars of involvement and possible risks and inconveniences have
been explained to my satisfaction. I understand that I can withdraw at any time. My signature
also indicates that I have received a copy of this consent form.

________________
Signature of Participants

________________
Print Name:

______________
Date:

Relationship (only if not participant): _______________________________

________________
Signature of Person
Obtaining Consent

________________
Print Name:
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______________
Date:

Appendix 2: Release of Information Form

Release of Information Form
For Participation in a Research Study
I understand that Janakpur Zonal Hospital has an obligation to keep my personal information,
identifying information, and my records confidential. I also understand that I can choose to allow
Janakpur Zonal Hospital to release some of my personal information to certain individuals or
agencies.
I, __________________________________, authorize Janakpur Zonal Hospital to share the
following specific information with:
Name

Student Researcher: Roman Shrestha
Principal Investigator: Dr. Michael Copenhaver

Who I want to have
my information:
The information may be shared:
What info about
me will be shared:
Why I want my
info shared:

in person

by phone

by fax

by mail

• HIV Test Result
• Contact information
• To participate in the research study

I understand:
That I do not have to sign a release form. I do not have to allow Janakpur Zonal Hospital to
share my information. Signing a release form is completely voluntary. That this release is
limited to what I write above.

This release expires on _______________________
Date
I understand that this release is valid when I sign it and that I may withdraw my consent to
this release at any time either orally or in writing.

Signature:__________________________
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Date:_______________________

Appendix 3: Research Flyer

Research Participant Wanted for a Research Study
Understanding HIV-Related Risk Behaviors Among
Returnee Male Migrant Workers
University of Connecticut is doing a research study to explore HIV risk behaviors
among returnee male migrant in Dhanusha district of Nepal. This research is
conducted under the direction of Dr. Michael Copenhaver, professor in Department of
Allied Health in the University of Connecticut.
You may be eligible to participate if ALL of the following apply to you:
• You are between 18 – 49 years old, and
• You have been to India for employment purpose for at least 3 months
in your lifetime, and
• You are available to participate in an hour interview session, and
• You are able to understand, speak, and read Nepali.
To be scheduled for a confidential screening interview, please contact:
Roman (Phone #: 9841461999)
(UConn IRB Protocol # H12-265)

Research Study IRB #

Roman	
  (Phone	
  #:	
  
9841461999)	
  
	
  

Research Study IRB #

Roman	
  (Phone	
  #:	
  
9841461999)	
  
	
  

Research Study IRB #

Roman	
  (Phone	
  #:	
  
9841461999)	
  
	
  

Research Study IRB #

Roman	
  (Phone	
  #:	
  
9841461999)	
  
	
  
	
  
Research Study IRB #

Roman	
  (Phone	
  #:	
  
9841461999)	
  
	
  
	
  
Research Study IRB #

Roman	
  (Phone	
  #:	
  
9841461999)	
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Appendix 4: Interview Questionnaire

University of Connecticut
Understanding HIV-Related Risk Behaviors Among Returnee
Male Migrant Workers In Dhanusha District of Nepal
Labor Migrant Workers Questionnaire
Namaste!
My name is Roman Shrestha. I am here from the University of Connecticut to collect data for a
research study. During this data collection, I will ask you some personal questions that will be
about sexual behavior, use and promotion of condoms, STI/HIV/AIDS, drugs and knowledge
about HIV and condom use. You may feel uneasy responding to some personal questions. But
please provide correct information only. The information given by you will be strictly treated as
confidential. Nobody will know whatever we talk because your name will not be mentioned in
this form. All the mentioned information will be used only for objective of the study. This survey
will take about 45 minutes.
It depends on your wish to participate in this survey or not. You do not have to answer any
questions that you do not wish to answer, and you may end this interview at any time you want
to. But I hope, you will participate in this survey and make it success by providing correct
answers of all the questions.
Would you be willing to participate?
1. Yes

2. No

Definition of Respondent
Respondent has to have stayed at least for 3 months in India for work and has to be of age
between 18-49 years.
Name of Interviewer:_______________________________________________ Interviewer
ID:______________
Date of Interview:_____________________
Has someone from Aasaman Nepal interviewed you with a questionnaire in last few weeks?
1.

Yes

2. No

Date:

(Go to Q. #101)

(Stop Interview)
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1.0

General Information

No.

Questions and Filters

101

Respondent ID No.

102

Interview Starting Time

2.0

Coding Categories

Personal Information

201

How old are you?

Age:

202

What is your caste?

Ethnicity/Caste:

203

Skip To

What is your educational status?

Illiterate………………

1

Literate…………………

2

Grade:

204

204.1
205
206

3.0
301

What is your present marital status?

How old were you when you were first
married?

Married…………………

1

If “Never

Divorced………………..

2

Married”

Widower………………..

3

Go To

Never Married………….

4

205

Age:

With whom are you staying currently?
How many dependents are there in your
family?

Number:

Work and Migration
How old were you when you first went to
India for Employment purpose?

Number:

Visited

Date First

Times Visited to

Duration

Came to Nepal

Times Came

Cities

Visited to India

India

of Stay

on Break

to Nepal

No.

Questions and Filters

Coding Categories
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Job

Plan to
Return

Skip To

When you were abroad for the last time,
302

how much did you earn per month in
your last job?
(If in IC, convert to NC)

303

304

304.1
304.2

4.0

402

403

1

5,000 – 10,000

2

10,000 – 15,000

3

15,000 – 20,000

4

20,000 – 25,000

5

>25,000

6

Don’t know

98

Yes

1

No

2

When you were in India for the last time,
with whom did you live?
Are you currently working in Nepal?
What type of job are you currently doing
in Nepal?
How long have you been doing this

If “No”
Go To
401

Work Type:
Number:

work?
Information on Sexual Behavior

No.
401

<5,000

Questions and Filters

Coding Categories

Skip To

Did you ever have sexual intercourse

Yes………...…………… 1

with a woman?

No………………………

How old were you at your first sexual

Years old:

intercourse?

Don’t know…………….. 98

Have you ever had sex with a sex

Yes………...…………… 1

worker?

No………………………

2

2

If “No”
Go To
515

If “No”
Go To
501

Sexual Behavior with Female Sex Workers in Nepal
No.

Questions and Filters

Coding Categories
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Skip
To

404

404.1
405

406

Did you ever have sex with FSWs in

Yes………...…………… 1

Nepal?

No………………………

In Nepal, did you have sex with FSWs

Yes………...…………… 1

before going to India?

No………………………

In Nepal, about how many FSWs did you
have sex with in your lifetime?

2

If “No”
Go To
411

2

Number:

In Nepal, did you have sex with FSWs in

Yes………...…………… 1

the past 12 months?

No………………………

2

If “No”
Go To
411

During past 12 months, how many FSWs
407

did you have sexual intercourse with in

Number:

Nepal?
408

When was the last time you had sex with
FSWs in Nepal?

Weeks ago:
Lodge/Hotel……………

1

Restaurant……………… 2
409

410

410.1

410.2

Where did you find that last sex worker

Bhatti (Liquor Shop)…...

3

for sexual intercourse in Nepal?

On the street……………

4

Workplace……………...

5

Others (Specify)………..

96

When you had sex last time, did you pay

Yes………...…………… 1

any money to sex worker?

No………………………

How much did you pay to the sex worker
at that time?

2

If “No”
Go To
410.2

Number:
Go To

Don’t
Know………...…………

98

If not, what did you do to have sex with

Number:

the sex worker at that time?

Don’t Know……………. 98

411

Sexual Behavior with Female Sex Workers in India
No.

Questions and Filters

Coding Categories
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Skip

To
411

412

413
414

Did you ever have sex with FSWs in

Yes………...…………… 1

India?

No………………………

In India, about how many FSWs did you
have sex with in your lifetime?
When was the last time you had sex with
a sex worker in India?
In which city, did you find that last sex
worker for sexual intercourse in India?

2

If “No”
Go To
501

Number:

Weeks ago:
City Name:
Lodge/Hotel……………

1

Restaurant……………… 2
415

416

416.1

416.2

417

5.0

Where did you find that last sex worker

Bhatti (Liquor Shop)…...

3

for sexual intercourse in India?

On the street……………

4

Workplace……………...

5

Others (Specify)………..

96

When you had sex last time, did you pay

Yes………...…………… 1

any money to sex worker?

No………………………

How much did you pay to the sex worker

Number:

at that time?

Don’t Know……………. 98

If not, what did you do to have sex with

Number:

the sex worker at that time?

Don’t Know……………. 98

When you went to FSWs in India, did

Alone….....…………….

1

you usually go alone or with friends?

With friends…...………

2

Use of Condom with Sex Partners

Condom Use with Wife
Note: If the answer is other than “Married” in Q. 204 Go To Q. 505
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2

If “No”
Go To
416.2
Go To
501

No.

501

Questions and Filters

Yes………...…………… 1

sexual intercourse with your wife?

No………………………

intercourse with your wife over the last
30 days?

503

2

intercourse?

No………………………

2

Not available…………...

1

Too expensive………….

2

Partner objected………..

3

I didn’t like to use it……

4

Didn’t think necessary…

5

possible answers)

Go To
505

Don’t know…………….. 98
Yes………...…………… 1

(Multiple answers. Do not read the

If “No”

Number:

Did you use condom in your last sexual

Why didn’t you use condom that time?
503.1

To

During the past 12 months, have you had

How many times did you have sexual
502

Skip

Coding Categories

If “Yes”
Go To
504

Didn’t think of it……….. 6
Other (Specify)…………

96

Don’t know…………….. 98

504

504.1

All the time……………..

1

Over the last 12 months, how often did

Most of the time………..

2

you use condom while having sex with

Some of the time……….

3

your wife?

Rarely…………………... 4
Never…………………...

5

Not available…………...

1

Too expensive………….

2

Why didn’t you use condom always?

Partner objected………..

3

(Multiple answers. Do not read the

I didn’t like to use it……

4

possible answers)

Didn’t think necessary…

5

Didn’t think of it……….. 6
Other (Specify)…………
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96

If “All
the time”
Go To
505

Don’t know…………….. 98

Condom Use with Female Friend (Girl Friend) in Nepal
No.

505

Questions and Filters

Yes………...…………… 1

in Nepal?

No………………………

sexual intercourse with your female
Did you use a condom in your last sexual
intercourse with a your female friend in
Nepal?

Why didn’t you use condom that time?
507.1

(Multiple answers. Do not read the
possible answers)

2

Yes………...…………… 1
No………………………

friend in Nepal?
507

To

Do you have a female friend (girl friend)

During the past 12 months, did you have
506

Skip

Coding Categories

2

Yes………...…………… 1
No………………………

2

Not available…………...

1

Too expensive………….

2

Partner objected………..

3

I didn’t like to use it……

4

Didn’t think necessary…

5

If “No”
Go To
510
If “No”
Go To
508
If “Yes”
Go To
507

Didn’t think of it……….. 6
Other (Specify)…………

96

Don’t know…………….. 98
All the time…………….. 1
507.2

507.3

Over the last 12 months, how often did

Most of the time………..

2

you use condom while having sex with a

Some of the time……….

3

female friend in Nepal?

Rarely…………………..

4

Never…………………...

5

Why didn’t you use condom always?

Not available…………...

1

(Multiple answers. Do not read the

Too expensive………….

2
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If “All
the time”
Go To
508

possible answers)

Partner objected………..

3

I didn’t like to use it……

4

Didn’t think necessary…

5

Didn’t think of it……….. 6
Other (Specify)…………

96

Don’t know…………….. 98
Condom Use with Female Sex Worker in Nepal
Note: If the answer is “No” in Q. 404, Then Go To Q. 510
No.

508

Questions and Filters

To

Did you use a condom in your last sexual

Yes………...…………… 1

intercourse with FSWs in Nepal?

No………………………

2

Not available…………...

1

Too expensive………….

2

Partner objected………..

3

I didn’t like to use it……

4

Didn’t think necessary…

5

Why didn’t you use condom that time?
508.1

Skip

Coding Categories

(Multiple answers. Do not read the
possible answers)

If “Yes”
Go To
509

Didn’t think of it……….. 6
Other (Specify)…………

96

Don’t know…………….. 98
All the time…………….. 1
509

Over the last 12 months, how often did

Most of the time………..

2

you use condom while having sex with a

Some of the time……….

3

sex worker in Nepal?

Rarely…………………..

4

Never…………………...

5

Not available…………...

1

Too expensive………….

2

Partner objected………..

3

I didn’t like to use it……

4

Why you did not use condom always?
509.1

(Multiple answers. Do not read the
possible answers)
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If “All
the time”
Go To
510

Didn’t think necessary…

5

Didn’t think of it……….. 6
Other (Specify)…………

96

Don’t know…………….. 98
Condom Use with Female Friend (Girl Friend) in India
No.

510

Questions and Filters

Yes………...…………… 1

in India?

No………………………

sexual intercourse with any of your
Did you use a condom in your last sexual
intercourse with a your female friend in
India?

Why didn’t you use condom that time?
511.1

(Multiple answers. Do not read the
possible answers)

2

Yes………...…………… 1
No………………………

female friend in India?
511

To

Do you have a female friend (girl friend)

During the past 12 months, did you have
510.1

Skip

Coding Categories

2

Yes………...…………… 1
No………………………

2

Not available…………...

1

Too expensive………….

2

Partner objected………..

3

I didn’t like to use it……

4

Didn’t think necessary…

5

If “No”
Go To
513
If “No”
Go To
513
If “Yes”
Go To
512

Didn’t think of it……….. 6
Other (Specify)…………

96

Don’t know…………….. 98
All the time…………….. 1
512

512.1

Over the last 12 months, how often did

Most of the time………..

2

you use condom while having sex with a

Some of the time……….

3

female friend in India?

Rarely…………………..

4

Never…………………...

5

Not available…………...

1

Why didn’t you use condom always?
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If “All
the time”
Go To
513

(Multiple answers. Do not read the

Too expensive………….

2

possible answers)

Partner objected………..

3

I didn’t like to use it……

4

Didn’t think necessary…

5

Didn’t think of it……….. 6
Other (Specify)…………

96

Don’t know…………….. 98
Condom Use with Female Sex Worker in India
Note: If the answer is “No” in Q. 411, Then Go To Q. 515
No.

513

Questions and Filters

To

Did you use a condom in your last sexual

Yes………...…………… 1

intercourse with a sex worker in India

No………………………

2

Not available…………...

1

Too expensive………….

2

Partner objected………..

3

I didn’t like to use it……

4

Didn’t think necessary…

5

Why didn’t you use condom that time?
513.1

Skip

Coding Categories

(Multiple answers. Do not read the
possible answers)

If “Yes”
Go To
514

Didn’t think of it……….. 6
Other (Specify)…………

96

Don’t know…………….. 98
All the time…………….. 1
514

514.1

Over the last 12 months, how often did

Most of the time………..

2

you use condom while having sex with a

Some of the time……….

3

sex worker in India?

Rarely…………………..

4

Never…………………...

5

Why you did not use condom always?

Not available…………...

1

(Multiple answers. Do not read the

Too expensive………….

2

possible answers)

Partner objected………..

3
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If “All
the time”
Go To
515

I didn’t like to use it……

4

Didn’t think necessary…

5

Didn’t think of it……….. 6
Other (Specify)…………

96

Don’t know…………….. 98
Condom Accessibility
No.

Questions and Filters

515

Do you usually carry condoms with you?

Skip

Coding Categories

To

Yes………...…………… 1
No………………………

2

Health post/Health center

1

General retail store...

2

Private clinic…………… 3

516

517

Paan shop……………

4

Which places or persons do you know

Hospital………………

5

where you can obtain condoms?

FPAN clinic……………

6

(Multiple answers. Do not read the

Friends………………….

7

possible answers)

NGO/Health workers…

8

Bar/Guest house/hotel…

9

Brothel……………

10

Other (Specify)……

96

Don’t know……….

98

Health post/Health center

1

General retail store...…

2

Which places or persons do you usually

Private clinic…………… 3

obtain condoms from?

Paan shop……………

4

(Multiple answers. Do not read the

Hospital………………

5

possible answers)

FPAN clinic……………

6

Friends………………….

7

NGO/Health workers…

8

98	
  

518

6.0

How do you usually obtain condoms?

9

Brothel……………

10

Other (Specify)……

96

Don’t know……….

98

I get it free of cost

1

I buy

2

Both

3

Never used condom

4

Awareness of HIV/AIDS

No.

601

Bar/Guest house/hotel…

Questions and Filters

Skip

Coding Categories

To

Have you ever heard of an illness called

Yes………...…………… 1

HIV/AIDS?

No………………………

What messages have you heard regarding

1. Yes

2

2. No

HIV/AIDS?

601.1

• Avoid unsafe sex

……………

……………

• Use condom.

……………

……………

• Avoid sex with multiple partners.

……………

……………

• HIV/AIDS is fatal.

……………

……………

• HIV/AIDS is incurable disease.

……………

……………

……………

……………

……………

……………

• Avoid sex with FSWs.

……………

……………

• HIV/AIDS is communicable disease.

……………

……………

……………

……………

• HIV/AIDS is transmitted through
blood.
• Avoid using needle/syringe used by
others.

• HIV/AIDS is not transmitted through
physical contact.
• HIV/AIDS symptoms are fever,
99	
  

If “No”
Go To
603

aching body, weight loss, drowsiness,
ulcers, etc.

……………

……………

……………

……………

……………

……………

• Person with HIV/AIDS should not be
hated.
• Infected mother can transmit
HIV/AIDS to her child.
601.2

Where did you see or hear messages
regarding HIV/AIDS?

Nepal……………..

1

India………………….

2

Both…………………

3

Radio…………………...

1

TV……………………… 2
Newspaper.……………..

3

Magazine……………….

4

Books…………………... 5
601.3

What were the sources of information of
HIV/AIDS?

Advertisements………… 6
Teachers/School………..

7

Friends………………….

8

Street play/Drama……… 9
Hoarding boards………..

10

Posters………………….

11

Others (Specify)…………. 96
Don’t know…………….. 98
602

Have you ever received any formal

Yes………...…………… 1

education on HIV/AIDS?

No………………………
School…………………..

602.1

NGO workshop/training..

Where did you receive the formal

Employment consultancy

education on HIV/AIDS?

Others (Specify)………….
Don’t know……………..
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2
1
2
3
96
98

If “No”
Go To
603

Knowledge, Opinion and Attitudes About HIV/AIDS
No.

603

Questions and Filters

Yes………...……………

1

with HIV or who has died of AIDS?

No………………………

2

Yes………...……………

1

No………………………

2

Can people protect themselves from HIV

Yes………...……………

1

by having one uninfected faithful sex

No………………………

2

partner?

Don’t know……………..

98

friend who is infected with HIV or has
died of AIDS?

605

606

607

608

609

610

610.1

To

Do you know anyone who is infected

Do you have a close relative or close
604

Skip

Coding Categories

If “No”
Go To
605

Can people protect themselves from HIV, Yes………...……………

1

virus-causing AIDS, by using condom

No………………………

2

correctly in each sexual contact?

Don’t know……………..

98

Yes………...……………

1

No………………………

2

Don’t know……………..

98

Yes………...……………

1

No………………………

2

Don’t know……………..

98

Yes………...……………

1

No………………………

2

Don’t know……………..

98

Can a pregnant woman infected with

Yes………...……………

1

If “NO”

HIV/AIDS transmit the virus to her

No………………………

2

Go To

unborn child?

Don’t know……………..

98

Do you think a healthy-looking person
can be infected with HIV?
Can a person get HIV virus from
mosquito bite?
Can a person get HIV by sharing a meal
with an HIV infected person?

What can a pregnant woman do to reduce Take medication………

1

the risk of transmission of HIV to her

Other (Specify)…………

2

unborn child?

Don’t know……………

98
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611

611

612

613

614

615

616

617

617.1

Can a woman with HIV/AIDS transmit

Yes………...……………

1

the virus to her newborn child through

No………………………

2

breastfeeding?

Don’t know……………..

98

Can people protect themselves from HIV

Yes………...……………

1

virus by abstaining from sexual

No………………………

2

intercourse?

Don’t know……………..

98

Yes………...……………

1

No………………………

2

Don’t know……………..

98

Yes………...……………

1

No………………………

2

Don’t know……………..

98

Yes………...……………

1

No………………………

2

Don’t know……………..

98

Yes………...……………

1

No………………………

2

Don’t know……………..

98

I don’t want to know the result, but

Yes………...……………

1

have you ever had an HIV test?

No………………………

2

Within last 12 months….

1

When did you have your most recent

Between 1-2 years……...

2

HIV test?

Between 2-4 years……...

3

> 4 years………………..

4

Can a person get HIV by holding on with
HIV infected person’s hand?
Can a person get HIV by using
previously used needle/syringe?
Can blood transfusion from HIV infected
person transmit HIV to others?
Is it possible in your community for
someone to have a confidential HIV test?

Sure of not being infected 1
617.2

Why didn’t you ever have a HIV test?
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Afraid of result…………

2

Afraid of privacy……….

3

Felt unnecessary………..

4

Others (Specify)………...

5

If “No”
Go To
618

7.0
No.

701

Use of Alcohol, Drugs and Injection
Questions and Filters

Skip

Coding Categories

To

Yes………...…………… 1

Do you drink alcohol?

No………………………

2

If “No”
Go To
703

Everyday……………….. 1
2-3 times a weeks...…….
701.1

2

If

During the last 30 days how often did

At least once a week........ 3

you have drinks containing alcohol?

Less than once a week….

4

Go To

Never……………….......

5

702

“Never”

Don’t know……….......... 98
Always…………………. 1
701.1

In the last 30 days, how often did you

Most of the times………. 2

have drinks containing alcohol before

Sometimes……………...

3

sexual intercourse?

Never…………………...

4

Don’t know………….....

98

Some people take different types of drugs
702

like heroin, cocaine, etc. Have you tried
any of these drugs?

Yes………...…………… 1
No………………………

2

If “No”
Go To
703

Always…………………. 1
702.1

In the past 30 days, how often have you
also tried any of these drugs?

Most of the times………. 2
Sometimes……………...

3

Never…………………...

4

Don’t know………….....

98

Always…………………. 1
702.2

In the last 30 days, how often did you

Most of the times………. 2

have taken those drugs before sexual

Sometimes……………...

3

intercourse?

Never…………………...

4

Don’t know………….....

98
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If
“Never”
Go To
703

Some people inject these drugs using a
702.3

syringe. Have you ever-injected these

Yes………...…………… 1

If “No”

drugs?

No………………………

Go To

(Do not count drugs injected for medical purpose

Don’t know…………….. 98

2

801

or treatment of an illness)

702.4

702.5

Have you used a needle or syringe that

Yes………...…………… 1

had previously been used by someone

No………………………

else?

Don’t know…………….. 98

2

Every time……………...

1

How often did you use need or syringe

Almost every time……...

2

that was previously used by someone

Sometimes……………...

3

else?

Never………………...…

4

Don’t know…………….. 98
8.0

Stigma and Discrimination

No.

801

802

803

Questions and Filters

Coding Categories

If a male relative of yours become ill

Yes………...…………… 1

with HIV, would you be willing to care

No……………………… 2

for him in your household?

Don’t know…………….. 98

If a female relative of yours become ill

Yes………...…………… 1

with HIV, would you be willing to care

No……………………… 2

for him in your household?

Don’t know…………….. 98

If a member of your family become ill

Yes………...…………… 1

with HIV, would you want it to remain

No……………………… 2

secret?

Don’t know…………….. 98

If you have a member of your family
804

infected with HIV, will you allow

No……………………… 2

him/her to participate in family

Don’t know…………….. 98

functions?
805

Yes………...…………… 1

If you have a member of your family
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Yes………...…………… 1

Skip
To

9.0

infected with HIV, will you help him/her

No……………………… 2

emotionally and socially?

Don’t know…………….. 98

UCLA Loneliness Scale

No.

1

2

3

4

5

6

7

Questions

How often do you feel unhappy doing so many things
alone?

How often do you feel you have nobody to talk to?

How often do you feel you cannot tolerate being so
alone?

How often do you feel as if nobody really understands
you?

How often do you find yourself waiting for people to
call or write?

How often do you feel completely alone?

How often do you feel you are unable to reach out and
communicate with those around you?
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Coding

Scores

Often……..........

4

Sometimes……

3

Rarely…………

2

Never…………..

1

Often……..........

4

Sometimes……

3

Rarely…………

2

Never…………..

1

Often……..........

4

Sometimes……

3

Rarely…………

2

Never…………..

1

Often……..........

4

Sometimes……

3

Rarely…………

2

Never…………..

1

Often……..........

4

Sometimes……

3

Rarely…………

2

Never…………..

1

Often……..........

4

Sometimes……

3

Rarely…………

2

Never…………..

1

Often……..........

4

Sometimes……

3

8

9

10

How often do you feel starved for company?

How often do you feel it is difficult for you to make
friends?

How often do you feel shut out and excluded by
others?

Rarely…………

2

Never…………..

1

Often……..........

4

Sometimes…….

3

Rarely………….

2

Never…………..

1

Often……..........

4

Sometimes……..

3

Rarely………….

2

Never…………..

1

Often……..........

4

Sometimes…….

3

Rarely…………

2

Never…………..

1

Calculate Total Score
Interpreting the UCLA Loneliness Scale:
30 & up

Extreme Loneliness

22 - 29

Moderate Loneliness

15 - 21

Normal Loneliness

0 - 14

Little to No Loneliness

Degree of Loneliness
(From the table)
1000

Interview Completion Time

Time:

Thank you for your cooperation!
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